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In 1889, Mibelli,' under the title “Una Nuova Forma Di Cheratosi,”’ 
described what he believed to be a hitherto unclassified dermatosis; to 
this he gave the name angiokeratoma. 

It seems beyond question, however, that the disease was recognized 
many years previously by French, English and Italian dermatologists. 

Bazin,” as early as 1862, recognized and described what was undoubt- 
edly angiokeratoma, under the name of “Naevus a pernione.” In 1877, 
Cottle * recorded an undoubted case of angiokeratoma in a treatise on 
cases of unusual warts in the St. George’s Hospital Reports. Breda * 
gave a description of the condition in 1881 under the name “Dermatite 
de Congelazione.” Radcliffe Crocker,’ in the first edition of his “Dis- 
eases of the Skin,” described a case of angiokeratoma under the heading 
of “Verruca,” and the same condition was described by Colcott Fox,° in 
1877 under the name of “Lymphangiectasis,” later identified by him as 
angiokeratoma. In 1889, Dubreuilh’ classified the condition as 
“Verrues telangiectasiques,” and in the same year Merklen * recorded a 


*From the Department of Dermatology and Syphilology of the University 
of Michigan Medical School, Service of Dr. Udo J. Wile. 
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moulage in the Museum of the St. Louis Hospital which was undoubt- 
edly angiokeratoma, under the caption, “Telangiectases following upon 
Chilblains.” 

Mibelli’s accurate description of the condition, together with his 
careful pathologic studies, seems to have accredited him with priority, 
and the name which he gave to the disease has remained, with the aban- 
donment of the earlier terms descriptive of the condition. 

The disease is rare ; considerably less than a hundred authentic cases 
being recorded in the literature. The first American case was described 
by Zeisler * in 1893. 

Practically all the early cases, including those preceding Mibelli’s, 
were associated with direct injury to the peripheral blood supply, par- 
ticularly by freezing and associated chilblain. The authentic cases had 
a distinct predilection for the dorsa of the fingers and toes and for the 
bony prominences of the hands and feet. 

Clinically, the cases were characterized by minute purpuric and 
telangiectatic lesions which became hyperkeratotic, and in some cases 
verrucous. From the older and larger lesions a coagulum of old blood 
could occasionally be expressed, and slight atrophy resulted in the reso- 
lution of the process. Histologically, the lesions were characterized by 
the presence of lacunar-like blood spaces in the subpapillary layer, and 
similar spaces in the epidermis. 

The spaces in the cutis contained blood and appeared as hemorrhages, 
while those in the epidermis contained more of a bloody débris associated 
with the elements of infection. 

Extravasation of blood from the spaces into the surrounding epi- 
dermis and cutis is recorded by Wisniewski '° and Rau," and is undoubt- 
edly, we believe, an essential feaure of the process. In his original 
description, Mibelli recorded hemorrhage as present, but said that he did 
not believe it to be primary. 

The epidermis in the older lesions shows varying degrees of hyper- 
keratosis, from a moderate degree to an actual verricuous change. 

Inflammatory reaction in the cutis occurs in the early descriptions, 
but is a variable factor, depending somewhat on the amount of infection 
present. That infection cannot wholly account for the inflammatory 
reaction in the cutis is suggested by its presence in the earliest lesions 
which we were able to examine, and in which early hemorrhage into the 
subpapillary layer was found to be associated with definite perivascular 
inflammatory reaction. We believe this reaction to be due to injury of 


9. Zeisler: Angiokeratoma, Tr. Am. Dermat. Assn., 1893, p. 54. 
10. Wisniewski: Zur Kenntniss des Angiokeratoma, Arch. f. Dermat. u. Syph. 
45:357, 1898. 


11. Rau: Uber einen Fall von Angiokeratom, Monatsh. f. prakt. Dermat. 
40:439, 1905. 
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the primary blood vessel. Ina few cases in the literature, the inflamma- 
tory reaction has been of such a nature as to suggest to Larrede and 
Pautrier ‘* a tuberculous origin of the disease. 

Angiokeratoma, as an entity, remained clearly defined until 1896, 
when Fordyce '* recorded a case of angiokeratoma of the scrotum. The 
reporting of this case marks the admission into the literaure of a group 
of cases which have nothing to do with the disease in question, and 
which have led to so much confusion that the original conception of 
angiokeratoma has become an obscured picture. Following this report, 
the erroneous conception of angiomas of the scrotum as angiokeratoma 
has found its way not only into the current literature and in the presenta- 
tions of cases before dermatologic societies, but also in descriptions and 
pictures in textbooks on dermatology. In late years, as a result of this 
misconception there have been wrongly classified under the term angio- 
keratoma several cases of simple senile angiomas, which, like the cases 
in which the scrotum was involved, have nothing to do with these in 
question ; a few cases of telangiectatic nevi also have been grouped under 
this heading. 

Since the authentic cases of Zeisler,? only a few genuine cases of 
angiokeratoma can be found in the American literature. The cases 
described by Senear,’* Harris,’° Pusey '® and Chargin" fulfill the 


clinical requirements of the disease. We believe that the cases of angioma 


of the scrotum described by Sutton,’* Trowbridge,” Van Rhee *’ and 
Stillians ** should be excluded, as they are examples of a condition which 
is fundamentally different from angiokeratoma. Zeisler’s ** case of kera- 
totic nevus of the nose should also be excluded from the group of true 
angiokeratoma ; likewise Fishkin’s ** case, which belongs in the group of 
vascular nevi. 
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The confusion existing as a result of the inclusion of cases of 
angioma of the scrotum and of other forms of telangiectatic lesions was 
recognized in 1925 by Hudelo.** After a careful study, Hudelo 
expressed the belief that a legitimate distinction must be made between 
the cases of angioma of the scrotum and those occurring at the usual 


sites of predilection of angiokeratoma. 
During the past year we have had the opportunity of a prolonged 
study of a true case of angiokeratoma which conformed in its clinical, 


etiologic and pathologic features with the original cases. To settle the 
unique character of this disease, and the necessity for disassociating it 
definitely from nevoid and telangiectatic conditions, all of which have 
a slight similarity in their clinical appearance, parallel studies were made 
of a case of angioma of the scrotum and of the so-called senile 
angiectasis. 

The case of angiokeratoma under our observation has been recorded 
in the transactions of the Chicago Dermatological Society, before which 
the patient was shown at the meeting in February, 1928. 


REPORT OF CASE 


History.—R. M., aged 25, a man, single, came to the hospital on Sept. 23, 1927, 
complaining of an eruption on the hands, feet, elbows and knees, which had been 
present for one year previous to admission. No other member of his family had 
had a similar condition. One sister had died from pulmonary tuberculosis. Three 
years previous to the appearance of the lesions, the patient had suffered from a 
severe case of frostbite as a result of falling into the water, while he was on an 
expedition into the Arctic circle with the National Geographic Society. He suf- 
fered from more or less burning of his hands and feet thereafter, and one year 
previous to admission small red spots appeared on the dorsa of the toes, the 
fingers, the knees and the elbows. The patient said that when the lesions were 
injured they bled easily. The lesions did not respond to any form of treatment, 
and had been present more or less ever since their first appearance. 


Physical Examination—The patient was in good physical condition. The 
results of the examination were negative, except in the skin. The eruption con- 
sisted of lesions of two types. Verrucous papules and nodules varying in size 
from that of a glass-headed pin to that of a small cherry were present over the 
dorsa of the toes, fingers, knuckles, malleoli, knees and elbows. The lesions were 
bluish-red and the verrucous surface was gray. The lesions were soft, and on 
pressure and when punctured a red sanguinopurulent material which resembled a 
bloody coagulum could be expressed. A verrucous lesion of this type was also 
found on the right external ear. 

These larger lesions had evidently developed from the second type present, 
which were made up of minute pinpoint to slightly larger purplish and purplish- 

24. Hudelo, Caillaud and Chabrun: Angiokératomes type Mibelli, Soc. franc. 
de derm et syph. 32:208, 1925. 
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Fig. 1—True angiokeratoma with typical distribution of the lesions in case 


repe yrted. 


Fig. 2—Showing the verrucous nature of lesions and punctiform hemorrhages 


case reported. 
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black hemorrhagic puncta and papules; these were found on the plantar surfaces, 
on the inner aspects of the toes and on the fingers. The lesions faded slightly o1 
pressure, but left a residual color suggesting hemorrhage. They are well show: 
in figures 1 and 2. 

Histologic Examination.—For histologic study, lesions of the early minut 
hemorrhagic type, as well as larger verrucous lesions, were excised. 

For purposes of comparison, histologic studies were made from a typical case oi 
angioma of the scrotum (fig. 3), and from lesions taken from the so-called 
senile angiomata (fig. 4). 

Sections from the angioma of the scrotum are shown in figures 5 and 6. The 
changes here were characteristic of dilated blood vessels in the corium, whic! 


Fig. 3.—So-called angiokeratoma of the scrotum. 


resulted in a little cluster of blood spaces localized in the upper layers of the corium 
and extending well up into the epidermis. These blood spaces were lined by a 
definite endothelium; they communicated directly with the dilated venules below, 
and were filled with normal blood. Free hemorrhage did not occur in any part 
and throughout the section evidence was not found of injury of the blood vessel, 
or of inflammatory reaction. 

Over the bulging portion of the minute papule a slight degree of hyperkeratosis 
was demonstrable, but this was not a striking feature of the picture. 


Angioma of the scrotum, therefore, conforms entirely to the picture 


of a minute cavernous angioma which presents all the features of a blood 
vessel nevus and does not present signs suggestive of injury of th 


blood vessel, hemorrhage or inflammation. 
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The changes found in the so-called senile angioma are shown in 
figures 7 and 8. ‘The picture in this condition is analogous to that seen 
in the case of angioma of the scrotum in the presence in the subpapillary 


layer of a large number of communicating blood spaces lined by con- 


tinuous endothelium, and directly connected with underlying dilated 
venules. Not in any place is there evidence of hemorrhage, or of inflam- 
matory reaction. The sole difference between this form of proliferation 
of the blood vessel and that found in cases of angioma of the scrotum 


Fig. 4.—Typical senile angiomas. 


is in the presence of the blood spaces within the layers of the epidermis. 
\ more complete study of the senile angiomatous type, we believe, might 
well show similar changes. An essential difference does not exist 
between the two types of lesions. 

The histologic changes of angiokeratoma are shown in figures 9, 10, 
11, 12 and 13. 

The earliest hemorrhagic macules (fig. 9) show a slightly thickened 
horny layer and a moderate degree of acanthosis. The striking change is 


found in a marked dilatation of the capillaries in the papillae, and an 





Fig. 5.—A section from the scrotum, showing lacunar spaces with septums 
and dilatation of the underlying vessels. 


Fig. 6—Section from the same lesion shown in figure 5, showing connection 
of lacunar space with underlying vessel, blood cells in lacunar spaces in normal! 


proportions and spaces lined with endothelium. 

















Fig, 7.—Section from case of senile angioma, showing vascular dilatation and 
epidermal proliferation resembling the picture in so-called angiokeratoma of the 


scrotum. 


Y 
I 


ig. 8—Higher-power magnification of portion of figure 7, showing epidermal 


1 


proliferation and dilatation of papillary vessels. 





Fig. 9.—Section from early lesion in case reported, showing inflammatory 
reaction and beginning hemorrhage into the papillae. The arrow points to an 
early hemorrhage. 


Fig. 10.—Section from early lesion in case reported, showing dilatation of 
papillary tuft vessels and actual extravasation of red blood cells outside the 
vessel walls. 











T 


Fig. 11.—Section from early macular lesion in case reported, showing hyper- 
keratosis, acanthosis, dilatation of papillary vessels and marked inflammatory 
infiltrate in the corium. 








Fig. 12—Section from late lesion of true angiokeratoma in case reported, 


showing lacunar spaces in the epidermis and corium, hyperkeratosis, acanthosis 


and marked inflammatory infiltrate. 





Fig. 13.—Higher-power magnification of figure 12, showing no endothelial 
lining in the lacunar spaces, white and red blood cells in approximately equal 
numbers and distinct extravasation of red cells between the cells of the acanthotic 
rete. 


Fig. 14.—Section from case of angioma of the scrotum stained for elastic tis- 


sue, showing compression of elastic fibers between dilated vessels and _ slight 


fragmentation. Amount of elastic tissue approximately normal. 
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early extravasation of blood from these vessels into the surrounding 
tissue and into the epidermis. This change is shown under low power in 
figure 9, and under high power in figure 10. Associated with this may be 
seen, i) the deeper layers of the corium, a marked inflammatory reaction, 
for the most part distinctly perivascular. 

The earliest lesions of angiokeratoma, therefore, are characterized 
by perivascular inflammation, dilated capillaries and early hemorrhage, 
together with hyperkeratosis. 

The later lesions are shown in figures 12 and 13. Here one is deal- 
ing with extensive hemorrhages into the epidermis, and the associated 
element of infection, leading to the presence in large unlined spaces of 
a blood coagulum associated with cellular detritus and fibrin. The high 
power magnification of such a hemorrhagic lesion does not show an 
endothelial lining to these blood spaces, but direct evidence of hemor- 
rhage in the presence throughout the epidermis of extravasated blood 
cells and leukocytes. The epithelium adjacent to such hemorrhage 
shows marked hyperkeratosis leading to the warty appearance of the 
lesion, also acanthosis below the point of hemorrhage. The inflamma- 
tory infiltrate around the blood vessels which is seen in the earlier lesions 
is present in the older ones to a more marked degree. Special stains for 
elastic tissue show the elastica to be fragmented and decidedly decreased 
in the angiokeratoma. In senile angioma, and in the angioma of the 
scrotum the elastic tissue is present in normal amount and massed around 
the blood spaces (fig. 14). 

CONCLUSIONS 

1. Angiokeratoma is a disease entity characterized clinically by 
hemorrhagic and keratotic lesions having the sites of election on the 
hands and feet, at points of physiologic trauma, and occurring at more 
remote parts of the body in exceptional cases. 

2. \ preexisting history of trauma resulting in injury of the blood 
vessel, particularly due to frost-bite or exposure to cold, is a frequent 
antecedent in the large majority of cases. 

3. The histologic changes characterizing this condition are primarily 
injury of the blood vessel resulting in subepithelial and intra-epithelial 


hemorrhage, epithelial proliferation, fragmentation and loss of elastica 


and perivascular inflammation. 

4. Angiomas of the scrotum, and other telangiectatic lesions occa- 
sionally associated with hyperkeratosis have no relation to angiokeratoma, 
and should not be included in this group. 

5. The histologic changes of angioma of the scrotum, as well as the 
lesions classified under senile angioma, place these conditions in the 


group of vascular nevi unassociated with injury and hemorrhage. 





FOLLICULITIS DECALVANS ET ATROPHICANS 
(LITTLE) * 


LAWRENCE K. McCAFFERTY, M.D. 


NEW YORK 


In 1915, Sir Graham Little ' presented before the Dermatological 
Section of the Royal Society of Medicine of London, a patient with a 
symptom-complex which had hitherto never been observed or recorded, 
so far as can be ascertained. He named this symptom-complex folliculitis 
decalvans et atrophicans. Since that time seven other cases have been 
recorded. The following is the report of a case presenting this same 
svmptom-complex. 

REPORT OF CASE 


History —Mrs. T. K., aged 50, a Russian Jewess, a housewife, presented her- 
self at the Vanderbilt Clinic on July 12, 1927, complaining of an eruption beneath 
and between the breasts and over the lower part of the back. This eruption had 
been present one year. She remarked also concerning a condition of seven 
months’ duration which had caused loss of hair in spots on the scalp. The 
eruption on the body as well as the condition of the scalp was accompanied 
by itching. The patient’s family history was essentially negative. There was no 
history of a similar eruption in her family. She had been married thirty years, 
and her husband was living and well. She had eight children, all of whom were 
living and well; the youngest was 11 and the eldest 29. She said that she had 
never had a miscarriage. Menstruation ceased six months before the patient 
came to the clinic and was subsequent to the appearance of the symptom-complex. 
She had always been remarkably well and had never had any operations. 

Physical Examination.—The patient was above medium stature, well built but 
not obese. She was the picture of health. The physical examination showed 
nothing abnormal, except the scalp and the skin. 

There were irregular and oval areas of atrophy throughout the scalp; these 
areas varied in size from that of a dime to that of half a dollar. They did not 
present tissue paper-like wrinkling. Some were pale white, while others were 
a faint pinkish red. Some areas presented follicular orifices only at the periphery ; 
follicular orifices were visible in the center of other areas on close examination. 
There were a few normal hairs in the center of some of these atrophic patches. 
Patulous follicles near the periphery of all areas contained hard, protruding, 
tenacious, spinous plugs which entirely filled the follicles. A little nearer the 
periphery were other follicles filled with similar plugs from which short hairs 
protruded; these hairs appeared as if they had been broken. At the edge of these 
patches were normal hairs, and around the follicular mouths were collarets ot 
heaped-up scales. These spinous projections near the periphery of these areas 
could be definitely felt by the tips of the fingers. Spinous projections could also 
be felt on the normal scalp, between the atrophic areas where the hairs were 
thick. The scalp was relatively free from epidermal scales and felt dry. Comb- 


* From the Department of Dermatology, Vanderbilt Clinic, College of Physi- 


cians and Surgeons, Columbia University. 
1. Little, E. G.: Folliculitis Decalvans et Atrophicans: Case Report, Brit. J. 
Dermat. 27:183, 1915. 
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Fig. 1—Section of the scalp. 


are demonstrated. 








Fig. 2.—Section from scalp showing hair follicles and hairs embedded in the 


keratosic plug. 
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ing did not remove any more than the normal amount of hair. It should be 
especially noted that follicular pustules were not observed at any time, nor was 
there any evidence of inflammation, with the exception of the pinkish-red 
coloration occasionally seen. 

There were irregular patches of prominent and definitely palpable follicular 
plugs on the under surface of the breasts, the contiguous skin below the breasts, 
and between the breasts, as well as over the sacrum (fig. 2). These plugs filled 
the follicles and ballooned over the base, projecting to a blunt point. The 
summit of some of the plugs apparently had been rubbed off so that not all of 
them were pointed. The color of the spinous projections, in general, was that 
of the normal skin, which was light brown, although some of the plugs were 
grayish brown at their summits suggesting “terra firma.” The skin between the 
plugs was normal. Excoriation or eczematization were not noted. The plugs 
on the under surface of the breasts did not project to any great extent above 
the level of the skin, nor were they as firm as the plugs between the breasts 

















Fig. 3.—Palpable follicular plugs on the under surface of the breasts and on 


the contiguous skin below and between the breasts. 


or over the sacral region. They were also more easily expressed between the 
fingers and resembled voluminous comedones. The patches between the breasts 
and over the sacrum were not sharply demarcated but projected at various points 
suggesting a gradual progression forming an irregular configuration. The area 
over the sacral region was about 10 cm. square. The plugs in this area were 
larger and firmer, and projected higher than those in the mammary region. It 
was with much difficulty that a plug in the sacral region was expressed which 
caused the follicular orifice to gape. The only subjective symptoms from these 
plugs were a slight itching and the fact of their presence. The axillae were 
almost devoid of hair; however, there was no atrophy, nor were there any 
spinous projections. There was a diffuse alopecia over the pubic region, but 


atrophy or plugs were not observed. The arms and legs were entirely devoid of 


hair; there was no atrophy or spinous projections on the extremities. The patient 
said that she had had only a little hair in the axillae and had never had any on the 
arms or legs. The follicular orifices on the arms and legs were barely visible. 
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Fig. 4.—Section of skin from the back. Follicular plugs are present ; sebaceous 
glands are absent. 





Fig. 5.—Section of skin from the back; generalized hyperkeratosis is present ; 
prominent keratosis at the mouth of the duct of the sweat gland. 
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The Wassermann reaction was negative. Chemical analysis of the blood did 
not show any abnormality. 

The urine was normal. 

Culture of a plug from the scalp and the skin showed only Staphylococcus 
aureus, Which was probably a normal inhabitant of the cutaneous surface. 

Histologic Report—The histologic examination and report was made by 
Dr. Gerald F. Machacek, pathologist of the skin department, Vanderbilt Clinic. 
Sections from the skin showed histologic changes which explained the naked eye 
appearance of the lesions. These changes were most marked in the pilosebaceous 
organs and consequently were more striking in sections from the scalp than in 
those from the lesions of the body. The epidermis was most markedly involved. 
There was a generalized thickening of the horny layer which became exaggerated 
in the follicular funnels. The follicles were filled for one third or one half of their 
length with plugs made up of lamellae of horny cells without nuclei; the 
plugs were conical at the base. Some formed cylindric projections from the 
dilated funnels; others were ellipsoid and presented a pointed tip at the surface 
where the opening of the funnel was constricted by a thin ring of epidermis. 
The epithelium surrounding the plugs showed evidence of pressure. It was 
made up of three or four rows of flattened cells, the total thickening of which 
was approximately that of one normal cell layer. The compressed nuclei showed 
marked pyknosis. Just below the lower point of the plugs, the follicular wall was 
somewhat hypertrophied and the granular layer especially increased in thickness 
and prominence. This hypertrophy extended only a short distance, and the lower 
portion of the follicular epithelium was of normal appearance. Normal hairs 
were seen in the lower follicles, but where they entered the plugs they were coiled 
in the horny mass and appeared broken off at or below the surface of the skin. 
Sebaceous glands were not found, although, there was an occasional small nest 
of sebaceous cells. The sweat glands did not show any changes, but there were 
small horny plugs in the upper portion of the ducts. There were also small out- 
growths made of lamellated horny cells projecting from the surface of the skin; 
these did not show any relation to the sweat glands or hair follicles. In the 
rete, there were a few scattered cells with round nuclei surrounded by a clear, 
unstained zone, but none of them showed cell inclusions. There were no bodies 
similar to the “corps ronds” of Darier’s disease, and evidence of the thickening ot 
the rete pegs and downgrowth of basal cells which characterized that condition 
was not observed. 

The changes in the corium were definite, but less striking. There was an 
infiltration of lymphocytes which formed a collar about the dilated portion of the 
hair follicles and which was thickest opposite the lower end of the follicular 
plugs. There were practically no polymorphonuclear cells and nothing to suggest 
an acute folliculitis. Infiltration had not occurred about the lower portion of 
the hair follicles. In the upper layer of the corium, there were collections ot 
lymphocytes and fibroblasts about the capillaries, but there were none in the 
deeper portions. 

Sections from a lesion on the buttock showed the same type of horny plugs 
and the same hyperkeratosis of the general epidermis. There was also lympho- 
cytic infiltration about the dilated follicles. Sebaceous glands were not seen in 
the sections. The changes were identical with those found in the lesions on the 
scalp, except that anatomically the follicles were more widely separated. 


These changes were similar to those found in lichen spinulosus and 


keratosis pilaris, and differed only in the amount and situation of the 
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infiltration from those found in lichen ruber acuminatus. The absence 
of suppurative changes ruled out the ordinary form of folliculitis decal- 
vans, and the absence of cell inclusions excluded Darier’s disease. 
Frieboes and MacLeod considered the histologic pictures in lichen 
spinulosus and keratosic pilaris undistinguishable. Gans mentioned the 


presence of keratosic outgrowths independent of the hair follicles as of 


value in distinguishing the former condition, but emphasized that definite 
differentiation must be made on clinical rather than on histologic grounds. 
The histologic observations in the present case were then consistent 
with the diagnosis of lichen spinulosus or keratosis pilaris. 
In order to show the close similarity between this case and those 
previously reported, it will be necessary to describe the latter briefly. To 
prevent repetition, it may be said that all of the patients, with the excep- 


tion of one, were women. 


REPORT OF CASES IN THE LITERATURE 


Sir Graham Little first named and described this symptom-complex. His 
first patient complained of an inflammatory condition on the vertex of the scalp 
which began ten years previously; following this, there occurred a slow loss of 
hair and development of bald areas. Five months before the patient was seen 
by Dr. Little, there had been an intense inflammation of the scalp, which had 
been accompanied by severe itching and great loss of hair. At the same time 
an itchy eruption had presented itself in the axillae, groins and flexures of the 
elbows. In these positions, when seen by Dr. Little, there was a folliculitis in 
grouped patches with a general resemblance to lichen spinulosus; on the back 
of the trunk, from the shoulders to the level of the lower angles of the scapulae, 
and on the back of the upper arms there was a diffuse, slightly spinous folliculitis 
which was pruritic and inflamed. The hair in the axillae and pubic region had 
almost disappeared, but there was no atrophy such as that noted on the scalp. 

In the same year, S. E. Dore’ presented a similar case which he called lichen 
spinulosus and folliculitis decalvans. For two years his patient had presented 
an appearance resembling folliculitis decalvans of the scalp. She had numerous 
small, circular and irregular-shaped atrophic patches scattered over the scalp. 
The patches were smooth, shiny, slightly depressed and encroached on the hair 
by slight projections; there was, however, no sign of perifollicular inflammation. 
For nine weeks she had had a follicular eruption on the body, which was undis 
tinguishable from lichen spinulosus. The eruption consisted chiefly of minute, 
scattered, skin colored, acuminate or spinous, noninflammatory papules; a few 
were larger, red and excoriated. Dore’s patient differed from Graham Little’s 
first patient in that the axillae and pubic region were not involved. 

The same year Wallace Beatty*® described another case of this symptom 
complex. He stated that the condition of the scalp suggested folliculitis decalvans, 
while that of the body resembled lichen spinulosus as occasionally seen in 
children, although it was of a coarser type. The patient remarked that her hair 


2. Dore, S. E.: Lichen Spinulosus and Folliculitis Decalvans: Case Report, 
Brit. J. Dermat. 27:295, 1915. 
3. Beatty, W.: Folliculitis Decalvans et Lichen Spinulosus, Brit. J. Dermat 


27: 331, 1915. 





520 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


had begun to fall out about ten years previously. It came out in patches, gradu- 
ally, and without soreness, and progressed for some years, presenting at the time 
Beatty saw the patient, an almost universal baldness with atrophy. The eruption 
on the body did not appear until 1915. There was a roughness of a similar 
character on the scalp and skin. Beatty’s patient presented characteristic 
cicatricial patches over the entire scalp. There were small islets of follicular 
prominences here and there over the scalp, some of which were pierced by short 
hairs. The prominences were due to dry, horny matter which was hard to the 
touch and projected about 0.5 mm. from the follicular orifices. The horny 
scales formed a collaret in which short hairs were present. The short hairs of 
some of these islets varied from 4% to % inch (3.17 to 19.05 mm.) in length; in 
some of the follicular islets, the hairs scarcely projected or were entirely absent. 
The affected follicles of each islet were rough, nutmeg grater-like to the touch, 
while the greater part of the patient’s scalp was bare, except for a few short 
hairs here and there; long hairs formed a narrow fringe above the forehead. The 
body presented an eruption of spinous prominences which appeared first on the 
upper part of the trunk, the neck, on and around the ears, on the upper 
extremities, on the lower part of the buttocks and on the region of the knees 
and ankles. All of the lesions of the body were follicular and arranged them- 
selves in groups. The individual papules, which were all connected with the 
hair follicles, varied in size from 1 to 3 mm. in diameter. These papules were 
spinous in shape; the bases were occasionally pale pink, and the horny projections 
were brownish. 

Ormsby * presented the fourth case of this symptom-complex, and the first to 
be described in America. His case differed from all the others in view of the 
fact that the patient was a man, aged 46. This patient presented the typical 
white, bald, atrophic areas throughout the scalp; these ranged in size from that 
of a pea to that of a fingernail, and larger. He described some of these areas as 
being erythematous and covered with crusts. He stated “On the face in front 
of the ear was a mildly atrophic area in which many keratosic follicles appeared, 
and about which was a brownish pigmentation. On the trunk—both front and 
back—papules, both grouped and discrete, were present; some were millet-seed 
sized and reddened. The major portion were smaller, distinctly keratosic and 
showed but slight redness. On the flexures of the forearms were patches in 
which spiny papules occurred, with practically no inflammatory reaction. Some 
of these patches were 5 cm. in diameter and gave a decided nutmeg-grater feel 
to the touch. The patches on the trunk were less abundant, and the lesions were 
more infiltrated. Subjective sensations were not complained of.” 

Senear ° described the next case in detail. The patient’s condition began at the 
age of 9 and continued until she was 30 years of age, at which time she was seen 
by Dr. Senear. On examination, the scalp presented an extensive alopecia. He 
remarked: ‘The skin of the bald areas showed an extreme atrophic scarring of 
the type seen in folliculitis decalvans. The process which had produced this 
atrophy was still active—numerous follicular papules and a few pustules being 
present. The other eruption involving the nape of the neck, lower occipital region, 
shoulders, back and upper arms consisted of variously sized groups of follicular 
lesions. The individual lesions varied from reddish, follicular papules, slightly 
elevated, to definitely elevated, spinous lesions—some of them having rather long 


slender spines.” The patient refused biopsy. 


4. Ormsby, O. S.: Case Report, Arch. Dermat. & Syph. 1:471, 1920. 
5. Senear, F. E.: Folliculitis Decalvans and Lichen Spinulosus, Arch. Dermat. 
& Syph. 2:198 (Aug.) 1920. 





WcCAFFERTY—FOLLICULITIS 52] 


In 1924, Graham Little * reported another case of this symptom-complex. The 
patient presented follicular lesions on the forearms of nine months’ duration; these 
resembled lichen spinulosus except that they were somewhat redder. There were 
two accompanying patches composed of follicular lesions on the hairy scalp. On 
one of these areas, there was no alopecia. On the other area, which was about 
the size of a shilling, there was a cicatricial alopecia; this area was in juxtaposi- 
tion with the follicular lesions on the skin. This patient also presented a few 
lesions which were probably lichen planus 

The seventh and last case to be reported was presented by Graham Little’ in 
1926. This patient had not noticed anything on either the scalp or the skin prior to 
three weeks before consulting Dr. Little; this statement, according to Dr. Little, 
seemed almost incredible in view of the degree of atrophy. However, the patient 
was definite in her statement regarding the short duration. She presented the same 
symptom-complex as Dr. Little’s first patient except that the atrophy of the scalp 
and the lesions on the body resembling lichen spinulosus were much more 
extensive. 

According to Dr. Little, Schaumann and Straszberg* had each 
described a similar case ; but unfortunately these references are not avail- 
able. My case would make the tenth to be observed if the two which 
have just been mentioned are accepted. Therefore seven cases in all 
have been reported in England and on the continent and three in America 


COMMENT 

The cases which have been described in this article are all similar, 
in respect both to the lesions on the scalp and to those on the be uly. So 
far as I could ascertain, the only case in which a histologic examination 
was made of both the scalp and the body 1s the one reported in this paper. 
The histologic pictures of these two areas in miy case are practically 
identical; therefore the cases seem to represent a clinical entity. It is 
granted that the cases reported have been few; hence it follows that 
dermatologists are dealing either with a rare condition, or else with one 
that has not been recognized, owing perhaps to the fact that up to the 
present time there have not been sufficiently associated diseases of the 
scalp and body or that cases have not been reported. There are some 
questions which must be answered in order to classify accurately this 
clinical entity and, at the same time, to give it a definite place in 
dermatologic nomenclature : 

1. Is the condition of the scalp a true example of Quinquaud’s fol- 
liculitis decalvans ? 

2. Are the lesions of the body those of lichen spinulosus, and are 
dermatologists dealing with an unusual form of this condition which 


2 


produces atrophy of the scalp: 


6. Little, E. G.: Case Report, Brit. J. Dermat. 36:383, 1924. 


7. Little, E. G.: Case Report, Brit. J. Dermat. 38:454, 1926. 


Schaumann and Straszberg, quoted by Little (footnote 6). 
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3. Could this be a form of ulerythema ophryogenes ? 

4. What is the etiologic factor in the production of this clinical 
entity ? 

>. Does the name folliculitis decalvans et atrophicans describe this 
clinical entity ? 

In answer to the first question, one must refer to Quinquaud’s ® 
original article, as it was he who first described folliculitis decalvans 
under the title, “Folliculite destructive des regions velues.”’ In _ his 
original case, there were small areas of atrophy with follicular pustules 
at the periphery of these areas. The affected hairs could be easily with- 
drawn. Therefore, before a diagnosis of folliculitis decalvans is made, 
it should conform to the clinical picture given it by Quinquaud. Atrophic 
areas throughout the scalp in the absence of follicular pustules might 
possibly be the end-stage of folliculitis decalvans; on the other hand, it 
might represent the end-stage of favus, pseudopelade, lupus erythema- 
tosus or the disease which is under consideration in this article. 

Senear was the only author to mention definitely follicular pustules. 
Ormsby mentioned crust-covered areas. Dore and Beatty reported that 
their cases suggested folliculitis decalvans, but none of the latter three 
writers definitely mentioned follicular pustules. Dore even went so far 
as to say that there was no sign of perifollicular inflammation. It is 
assumed that if follicular pustules were present in any of these cases 
that have been described, definite mention would have been made of 
the fact, as was done by Senear. In my case, as well as in Beatty’s, 
throughout the atrophic areas of the scalp there were definite keratosic 


plugs in the follicular orifices which were similar to the follicular plugs 


occurring on the body in all of the cases reported. In order to contrast 
the histologic picture of folliculitis decalvans as given us by Quinquaud 
with the histologic picture of the scalp in the case as given in this paper, 
it may be well to quote Quinquaud. Furthermore, from the clinical 
description of the scalp in the cases reported in this article, it may be 
assumed that the histologic picture in these would have been similar to 
that of the author’s. 

Quinquaud said: 


The histologic lesion consists in the beginning of an accumulation of cells 
around and at the level of the piliary follicle in the dermic part. The development 
of these young cells exists at their height in the connective tissue envelop of the 
follicle; between the epithelial cells of the follicle are a large number of migratory 
cells; these alterations occupy the extent of the follicle and are produced in a 
few days determining the loss of hair spontaneously. The derma presents the 
same infiltration changes in the neighborhood. Soon the irritative process ceases 
in the involved follicle and its adnexa, and then the atrophy is produced with 


9. Quinquaud, E.: Folliculite destructive des regions velues, Bull. et mém 
Soc. méd. d. hép. de Paris 5:395 ( Aug.) 1888. 
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total disappearance of the piliary follicle, its adnexa, including the sebaceous 
gland. It is a case then of a folliculo-sebaceous decalvanting malady. <A _his- 
tologic section then shows a complete disappearance of the follicles and sebaceous 
glands with an atrophy of cellulo-adipous tissue. Bacteriologically one finds the 
streptococcus pyogenes of Rosenbach; one also finds a micrococcus under the 


form of the monococcus. 


The principal histologic observations in the two conditions may be 


summarized as follows: 

In my case, the hyperkeratosic plug caused a dilatation of the follicle 
and extended downward one third of the length of the follicle; the fol- 
licular wall was hypertrophied, and the granular layer was increased in 
thickness just below the dilatation in the follicle ; there was slight infiltra- 
tion of lymphocytes with a few polymorphonuclears about the dilated 
portion of the hair follicles, but the infiltration did not extend into the 
follicular walls ; the hairs seemed to end in the plugs. 

In folliculitis decalvans, plugging did not occur in the follicle; the 
infiltration consisted of polymorphonuclears and small lymphocytes ; the 
infiltration extended into the walls of the follicles and around the follicles 
in the derma to the depth of the follicle. The process in this disease 
is acute and rapid in development, whereas, in my case the histologic 
changes are unquestionably of long duration. Therefore, if one assumes 
that the reported cases are similar to my case, histologically as well as 
clinically, and if Quinquaud’s clinical and histologic interpretation of 
folliculitis decalvans is accepted, one cannot speak of these cases as 
examples of folliculitis decalvans et atrophicans. 

The second question will now be considered, namely: Are the lesions 
ot the body those of lichen spinulosus, and is this an unusual form of 
this condition which produces atrophy of the scalp? The previous 
authors have all spoken of the eruption on the body as that of lichen 
spinulosus. Beatty, however, from a histologic study, was of the opinion 
that the eruption on the body might be an atypical form of Darier’s dis- 
ease. Graham Little, who had the opportunity of studying Beatty's case, 
could not conform to this view. The eruption on the body in the cases 
in question was identical with Adamson’s '° classical description of 
lichen spinulosus. The histologic picture of lichen spinulosus was the 
same as that of my patient. There are, however, no references to lichen 
spinulosus involving the scalp. Furthermore, according to Radcliffe- 
Crocker and Fox," lichen spinulosus is a disease of childhood, whereas 
this symptom-complex occurred only in adults. 

Lest other conditions be confused with lichen spinulosus, it might be 
advisable to mention briefly some of the possibilities. According to 


10. Adamson, H. G Lichen Pilaris, sen Spinulosus, Brit. J. Dermat. 17:39 
Feb.) 1905. 


11. Radcliffe-Crocker and Fox, quoted by Adamson (footnote 10) 
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Adamson, English writers regarded lichen pilaris or lichen spinulosus as 
synonymous with keratosis pilaris. This confusion was probably due to 
the fact that the more common disease, keratosis pilaris, was originally 
known as lichen pilaris (Bazin), and also partly because lichen spinulosus 
was a rare disorder. Exactly similar spines may be seen in other condi- 
tions, such as lichen scrofulosorum, a rare form of lichen planus, grouped 
miliary syphilids and pityriasis rubra pilaris.’* However, all of the fore- 
going conditions can be easily ruled out by other associated clinical obser- 
vations. 

Brooke described a condition called keratosic follicularis contagiosa 
which could be mistaken for Darier’s disease clinically, but “corps ronds” 
were not found in the former. Other grouped follicular conditions that 
might resemble lichen spinulosus are acné sebacée cornée (Cazenave ),'* 
ichthyosis sebacea cornea (I. Wilson) ** and ichthyosis follicularis 
(Lesser ).'* Adamson stated that most of the foregoing conditions 
referred to in this paragraph are examples of lichen  spinulosus 
erroneously named. Brocq * said that the condition keratosis pilaris 
does not form grouped follicular lesions; it contains rolled-up hairs 
without spiny projections and hyperkeratoses lmited to the mouths of 
the follicles. The disease may attack the scalp, face and eyebrows and 
has been spoken of by Taenzer** as ulerythema ophryogenes and by 
Lesser as ichthyosis follicularis. The conditions, such as lichen scrofulo- 
sorum, lichen planus, miliary syphilid, pityriasis rubra pilaris, Darier’s 
disease and keratosis pilaris may all be eliminated by the history or by 
the clinical or histologic observations made in the cases in question. 
Therefore, one is left with but one known disease to consider, and that 
is lichen spinulosus. However, if the condition on the body in these 
cases is lichen spinulosus, how can one explain the condition on the scalp? 
It is necessary, therefore, to look further for some condition that is 
similar to lichen spinulosus, which involves not only the body, but the 
scalp as well. 

The third question may best be answered by referring to Taenzer’s 
original description of ulerythema ophryogenes. It occurred to me that 
one of his cases was similar to this symptom-complex. Taenzer described 
two forms of this condition ; the first, a mild form as I know it, involves 
principally the outer aspect of the eyebrows and occasionally the sides of 
the neck and the upper extremities. The more severe form and the one 
which dermatologists are interested in, involves both the outer and the 
inner parts of the eyebrows, the upper lip, the face and almost the entire 
scalp and upper extremities to some degree. The condition in both the 
mild and the severe form produces erythema around the follicles and 


12. Quoted by Adamson (footnote 10). 
13. Taenzer, P.: Ueber das Ulerythema Ophryogenes, Monatschr. f. prakt. 
Dermat. 8:197 (March) 1889. 
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hyperkeratosis of the follicles. It is difficult for the lanugo and mature 


hairs to break through this horny plug. The end-stage of this condition, 
as seen on the eyebrows or scalp, is loss of hair with pale atrophic skin 
and sunken-in lines. Where the hairs are still present, there is a collaret 
of scales around the hair shaft. 

It is extremely interesting to note that two of Taenzer’s patients 
presented definite bald areas on the scalp. One of these patients also had 
lesions on the body. A brief resumé of the case might be advisable : 


The hair was light and thin. There were bald spots scattered throughout 
the scalp which varied in size from a lentil to a cherry. These bald areas were 
atrophic, wrinkling easily on touch, and contained a few hairs crowded into small 
bundles in their centers—appearing as if these hairs came out of the same hair 
follicle. These hairs had a collaret of scales on the shaft extending about 1 mm. 
from the cutaneous surface. The bald areas had cones projecting which resembled 
goose hide. On both forearms was a 3 cm. strip consisting of mustard-seed sized, 
reddish to brownish, shining papules with a rounded cone. These cones corre- 
sponded with the hair follicles which proved that the hairs pierced through the 
papules. 

It is, of course, impossible to visualize a description accurately, but 
it occurred to me that this description of the scalp and arms resembled 
closely the cases under discussion in this article. It is, furthermore, 
possible that there is a form of ulerythema ophryogenes which does not 
affect the eyebrows alone, but which may involve only the scalp, or the 
scalp and the body, or the eyebrows, scalp and body. It seems possible 
to me that a hyperkeratosis of the follicles with surrounding erythema, 
and later, loss of hair with atrophy, could exist just as readily on the 
scalp alone, as on the eyebrows alone, or both. Furthermore, this hyper- 
keratosis might exist on the body or the extremities coincidentally with 
involvement of the eyebrows and the scalp, or resemble separately what 
has been spoken of as lichen spinulosus. One case of ulerythema 
ophryogenes which I had the good fortune to see and study, not only 
presented involvement of the outer aspect of the eyebrows, but a pro- 
nounced keratosis pilaris of the extremities and the body. Furthermore, 
several pathologists agree that keratosis pilaris and lichen spinulosus are 
similar in their histologic pictures. There seems to me to be a close 
analogy between these forms of hyperkeratoses (keratosis pilaris, lichen 
spinulosus, ulerythema ophryogenes ). 

The etiology of this condition is difficult to fathom. Senear suggested 
that the lesions on the body might be the result of a toxin liberated by 
the condition of the scalp. He cited Jadassohn’s '* observation of lichen 
trichophytide following kerion, and lichen scrofulosorum appearing 
after measles had lighted up a tuberculous process in the body. He also 
stated that Adamson was of the opinion that lichen spinulosus is the 


14. Jadassohn: Autoreferat i, Cor.-Bl. f. schweiz. Aerzte. 42:24, 1912 
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result of a toxin. Senear probably formulated his conception from the 
fact that he believed he was dealing with a true folliculitis decalvans. 
The condition may be the result of a toxin, but I do not believe the 
original focus is in the scalp; it is probably constitutional, and the con- 
dition on the scalp as well as lesions on the body is the direct result 
rather than the fundamental cause. I do not believe it is possible to offer 


any hypothesis at this time other than that the condition is a constitu- 


tional disorder, nor can one state with any degree of precision the exact 
cause of any of the hyperkeratosic diseases. More cases will have to be 
observed and carefully studied before this question can be answered. 
This condition, in my opinion, is a disease entity. It might be a 
variant of ulerythema ophryogenes or lichen spinulosus, but it differs 
from cases usually classified under these names. Graham Little first 
pointed out the essential similarity of the lesions of the scalp and body 
and suggested that they form a symptom-complex. In doing so, he first 
described what is believed to be a new disease entity. Without wishing 
to detract from the credit for this discovery, one might suggest that a 
name be chosen which would be more descriptive of the clinical and 
histologic observations. To call it a folliculitis decalvans implies that it 
is primarily an inflammatory process ; this it does not seem to be. Kera- 
tosis follicularis decalvans would seem a more accurately descriptive name. 


114 East Sixty-Second Street. 





LEUKODERMA 
REPORT OF UNUSUAL CASE ASSOCIATED WITH LICHENIFICATION 


D. E. H. CLEVELAND, M.D. 


VANCOUVER, B. C. 


The case to be described, which has been under my observation for 


about two years, presents certain abnormalities of pigmentation together 


with a mild degree of lichenification. In the present instance, the two 
conditions appear to be associated only, without any evident etiologic 
connection. As Lindberg? observed, an etiologic connection between 
leukoderma and many pathologic conditions has been implied, simply 
because the latter have been found in many patients presenting leuko- 
derma. 

REPORT OF CASE 

History —A stenographer, aged 18, of Canadian birth and parentage, first seen 
in April, 1926, complained of spots on the back of the neck and on the thorax which 
were discolored, rough and itchy. It was learned that since early childhood 
light-colored areas surrounded by skin of a deeper color than normal had been 
appearing on different parts. Some disappeared and others persisted. One of 
these which had been present for a long time was on the anterior fold of the 
left axilla. This area had become rough and itchy about four years before 
I saw the patient. A larger one had been present on the left lower quadrant of the 
abdomen since birth she believed. This had never troubled her. The ones on 
the neck which were giving trouble had appeared about one year before I saw 
her. The itching had been intense at times. She had not observed that it had 
any connection with the menses. The areas had always been dry. 

Her general health had always been fair, but she had not been robust. Ear 
ache had occurred frequently in childhood, and for this reason a tonsillectomy 
was performed when she was 12 years old. She had lost some weight lately, and 
the family physician suspected lung trouble. She took liquid petrolatum daily 
to relieve constipation. She had not taken any other medicine, and she had 
never had any other skin trouble. She told me that a brother and a cousin 
had both had “white spots” similar to hers on the skin, but that they had 
not had any itching Nothing else in her personal or family history was 
significant 

Examination—The patient was undernourished, her height being 5 feet 7 
inches (170.2 cm.) and her weight 116 pounds (52 
She was a blonde, but the skin generally had a faint yellowish-brown tinge, like 


6 Kg.) in indoor clothing 


fading tan, although it was of good texture and free from blemishes except 
as specified. On either side of the midline at the back of the neck were two 
oval patches of roughened, almost leathery skin, showing slight furfuraceous 
scaling. While pinkish, the skin was of paler hue than the surrounding skin. 
The transition in color was not sharp, but the patches were well defined. That 


1. Lindberg, K.: Quelques considérations sur le vitiligo, Presse méd. 30: 


196 (Feb. 28) 1923 
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on the right measured about 6 by 2 cm., and that on the left about 3.5 by 4 cm.. 
the long axes being vertical. Lower down, in the space between the nucha and 
the scapula, was a rounded leukodermic area with less color contrast. It did not 
itch, and the skin was not rough. On the left anterior axillary fold was a 
roughly rectangular area, about 5 cm. in diameter, of almost completely depig- 
mented skin. The demarcation of this area was sharp, and the color contrast good, 
especially compared with the remainder of the axillary fold, which was deeply 
pigmented. This spot, like the two on the neck, was itchy and troublesome at 
times. The skin on the left side of the abdomen and on the flank below the costal 
margin was pigmented, increasingly so as the condition progressed downward, 
until in the left iliac region it was of deep café-au-lait color. Just medial to 





Fig. 1. Back of neck. 


the left anterior superior spine was a large oval area about 4 by 6 cm. in 
measurement. This area was not itchy or rough, but in it were several flat 


soft papules, slightly elevated, and the skin in general shared a slight ichthyotic 


scaliness with that of the rest of the lower abdomen and limbs. 

Except for the pigmentary changes and the lichenification, there was not 
any atrophy or other apparent abnormality of the skin in the light areas. 
Moderate keratosis pilaris was present on the arms and legs. 

In a good light, slight irregularities of pigmentation consisting of pale, 
imperfectly defined spots of various sizes could be seen here and there, par- 
ticularly on the back of the thorax. Abnormal pigmentation was not noted in 
the mucous membranes, flexures, right axilla and genitocrural or anal regions. 
The hair was of uniform color. Scrapings from the lichenified areas did not 
show any fungus under the microscope, nor did they give any growth on 


Sabouraud’s medium 
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\ section of skin taken from the upper margin of the depigmented area on 
the abdomen, crossing the border into the surrounding pigmented skin, showed 


much increase of fibrous tissue in the corium, but nothing else of note. 


Physical examination of the chest did not disclose any abnormality, and 


the reaction to the intracutaneous tuberculin test was negative. The x-ray film 
showed heavy hilar and bronchial shadows, with a slight lateral pleurisy in the 
middle half of the right lung. There was not any evidence of pulmonary 
tuberculosis. The thyroid was slightly enlarged, but the basal metabolic rate 
was within normal limits and there was not any evidence of suprarenal or other 


endocrine disturbance. Stigmas of congenital syphilis were not observed, and 
the Wassermann reaction in the blood was negative 

The patient's younger brother, the only brunet in the family of eight 
children, was seen. He was large and robust, with the skin of all exposed 
surfaces deeply tanned. On the face, especially about the lower mandible on 
both sides, were several rounded spots, from 1 to 3 cm. in diameter, where 
pigment was almost entirely lacking. The skin in these areas was smooth, and 
there were not any local subjective symptoms. He had always been healthy 
and had never had any skin eruptions. I was told that a cousin also had 
similar patches, but I did not see her. 

Treatment and Course—The patient was given a series of fractional doses of 
roentgen ray over the areas on the neck and axilla. Before a total of 1 skin 


unit (McKee) had been reached, a decided improvement was observed. The 
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skin had become much smoother, and the itching had almost disappeared. More 
remarkable was the fact that the depigmented areas seemed to be filling in from 
the periphery with pigment. In the area near the left axilla, small islands of 
pigmentation like large freckles were appearing. After some further radiation, 
tanning occurred about the patches on the neck, and partial epilation occurred. 
The tanning disappeared subsequently. : 

An attempt was not made to restore the pigment completely by means of 
roentgenization. It was felt that it was not wise to attempt to do more than 
check the pruritus and bring about some diminution of the lichenification. 


Fig. 3.—Left axilla. 


This was done, and the accompanying pigmentation of pale areas was regarded 
as an interesting phenomenon in the light of the common experience that 
leukodermic areas resist tanning by actinic rays. 


In the more than two years which have elapsed since active treatment was 


suspended, there has been more or less return of the dry, rough, finely scaling 
condition, on the neck, axilla and other parts. No great change has occurred, 
however, in the condition of the pigmentation, except possibly a slight progress 


in the return of normal pigment in pale areas, apparently initiated by the 


roentgen ray. Practically no itching has been present. 
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As stated previously, there is apparently little reason to assert that 
an etiologic relationship exists between the lichenification and the leuko- 
derma in this case, beyond the fact of their coexistence. The patient's 
skin was somewhat drier than the usual type, and it contained, generally, 
a little more pigment than is usual in a blonde. In certain regions the 


dryness was almost pathologic in character, showing a slight degree of 


keratosis pilaris, scaliness of an ichthyosiform type and localized patches 


of lichenification. In some places, the lichenification, with itching, coin- 
cided with an area of depigmentation ; in others, either lichenification or 














Fig. 4—Left axilla after treatment 


depigmentation occurred independently of one another. The only com- 
mon factor appeared to be the dryness of the skin and its fulvous tint. 

Much has been written on the association and implied etiologic reia- 
tionship between leukoderma and various dermatoses. Feldman * stated 
that “every skin disease which is accompanied by scale or crust forma- 
tion may give rise to leukoderma solare,”’ and related a series of observa- 


tions of patients with leukodermic patches, in whom the skin of the entire 


2. Feldman. A. A.: Ueber das Leukoderma solare, Dermat. Wehnschr. 80: 
117 (Jan. 24) 1925 
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body, or a large portion of it, had been exposed to sun baths in the open 


air. The patients suffered from such conditions as pyoderma, sebor- 
rheic dermatitis and trichophytosis. He found that the character of 
the leukoderma varied with its etiology, the definition being sharpest 
after pityriasis versicolor. The distinguishing characteristics of this 
type of leukoderma were: (1) the fact that the surrounding hyperpig- 


mentation did not differ from that of ordinary sunburn, and (2) the 





Fig. 5.—Left lower quadrant of abdomen. 


absence of subjective symptoms. He considered the causation to be 
purely mechanical—the screening effect of the overlying scale or crust. 
This phenomenon is, of course, a matter of common observation among 
those who have used ultraviolet radiation in the treatment of psoriasis 
or seborrheic dermatitis. 

In the case presented, such a condition is not dealt with, since the 
large patches on the axilla and on the lower abdomen were never exposed 
to actinic rays, and subjective symptoms were a feature of the axillary 


lesion. 





CLEV ELAND—LEUKODERMA 


Almkvist * stated that lichen simplex chronicus (Vidal) often gives 
rise to lasting hyperpigmentation, and that in three known cases depig- 
mentation appeared instead on the site of former lichenfied spots. It is 
possible that my patient’s story of the appearance of lichenification sub- 


sequent to the leukoderma is inaccurate, but against this is the fact that 


the leukoderma was present where there was not and never had been 
any lichenification. 

The consideration of leukoderma as an exhaustion process has inter- 
esting possibilities in connection with the case presented. In view of 
its usual antecedent hyperpigmentation which remains vestigially about 
the margins, the leukodermic spot has been considered to represent pig- 
mentary atrophy in the center of hyperpigmentation. It has been 
observed that pigmentary atrophy is produced when a pigment-producing 
factor continues to act on a portion of the integument where the forma- 
tion of pigment has reached its limit. Thus, it would occur after stimu- 
lation to the formation of pigment by the toxins of various conditions, 
notably syphilis, metabolic disturbances, endocrine perversion, chemical 
poisons and physical agencies. In this connection it has further been 
observed that the members of dark colored races, or brunets, are more 
subject to leukoderma, and exhaustion of the formation of pigment 
may occur more easily in some persons than in others.’ 

It is possible that in some such a manner a stimulant to the forma- 
tion of pigment was operating in the present case, as evidenced by the 
abnormal tint of the skin, in general, and of the left side of the abdomen 
and the left axilla, in particular. The accompaniment of this condition 
by a state of lowered activity of the metabolic and excretory function 
of the skin, with an increase in the connective tissue elements, and the 
presence of dyskeratotic phenomena in some areas, appear to point to 
endocrine disturbance. The absence of laboratory evidence in this con- 
nection is not, to my mind, conclusive proof of the contrary. The lack 
of such information, however, deprives one of any definite clue to follow. 
For the present, therefore, this case is regarded as one of leukoderma 
with unusual accompanying phenomena, for the explanation of which a 
satisfactory theory has not been developed. 


718 Granville Street. 


3. Almkvist, Johan: De la leucodermie et de la mélanodermie dans dif- 
férentes affections cutanées, Acta derm.-venereol. 8:91 (June) 1927. 





ACANTHOSIS NIGRICANS 
J. H. SWARTZ, M.D. 
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Israel Hosp:tal; Assistant in Dermatology, Harvard Medical School 
AND 


MILLER, 


BOSTON 


M.D. 


This case is reported because of the rarity of the condition, and 
because it corroborates the mechaniconervous theory of Darier,’ 1. e., 
intra-abdominal pressure from primary or metastatic malignant neoplasm 


implicating the nerve structures of the sympathetic system and causing 


an interference with their normal functions may be said to play an 
important part in the causation of the integumentary changes peculiar 


to the disease in adults. Pollitzer* concurred with this view. In 


this case, the left suprarenal was likewise involved. 
[ will not attempt to discuss this rare, vet important and interesting 
disease. Dr. Fred Wise’s paper * on acanthosis nigricans contains a 


complete and interesting review of the literature on the subject. 


However, a tabular comparison of the two forms of acanthosis nigricans, 


as per Bogrow’s monograph,* is in place: 


Two Forms of Acanthosis Nigricans 





Malignant Form 


1. Coexistence of serious disease of 


the internal organs (chiefly carcinoma). 


2. Unfavorable outcome as to life. 

3. Disease of short duration. 

4. Intensity and widespread distribu- 
tion of lesions. 

5. Disease shows alterations, exacer- 
sometimes 


and __—s remissions, 


disappearance of 


bations 
complete external 
manifestations. 

6. Disease develops late in life. 


Jenign Form 

1. General health undisturbed or only 
minor disturbances. 

2. Fatal outcome never recorded. 

3. Unlimited duration. 

4. Lesions not very prominent and not 
widespread. 

5. Disease remains almost stationary. 
youthful 


6. Disease develops in 


patients. 


1. Darier: Case, Bull. Soc. frang de dermat. et syph. 6:34, 1895. 


4, Pollitzer, | 


Acanthosis Nigricans: 


A Symptom of a Disorder of the 


Abdominal Sympathetic, J. A. M. A. 53:1369 (Oct. 23) 1909. 
3. Wise, Fred: Acanthosis Nigricans, J. Cutan Dis. 36:35 (Jan.) 1918. 


4. Bogrow, S. L.: 


mentaire (Acanthosis Nigricans), Arch. 


Seitrag zur Kenntnia der Dystrophie papillaire et pig- 


f. Dermat. u. Syph. 94:271, 1904.+ 
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REPORT OF CASE 


History.—G. H., a man, aged 41, single, was admitted to the hospital on Oct. 6, 
1925, complaining of abdominal pain. 

For about ten years the patient had suffered with midepigastric pain. The pain 
would come on about an hour or so after eating and would persist for an hour 
or more. It was of a gnawing character, and was relieved by warm drinks, soda 
and a patent medicine called “Priest’s Intestinal Powder,’ and often by food. It 
was made worse by fried and greasy food. It came on usually in the afternoon, 
rarely at night. The patient had two or three attacks a week. He had taken 
numerous remedies in an effort to cure the trouble, the principal one being the 


Fig. 1—Marked hyperkeratosis and pigmentation involving the left axilla. 


“Priest’s Powder,” and also a liquid which he had been using for the past year, 
and had taken three times a day. His appetite had been fairly good and his bowels 
had been regular with catharsis twice a week. Neither nausea or vomiting had 
been present. The stools had not been bloody, tarry or clay colored. He had never 
been jaundiced. 

About one year before admission, numerous pustules had appeared on the 
chest, back and arms. These lesions had not cleared up, although the pustulation 
had vanished after a time, but a black papule had persisted at the site of each 
lesion and further black papules had developed in various parts of the body. Some 
time later the nipples, umbilicus, axillary folds, groins and perineal regions had 


hegun to become pigmented a dark brown. About two months before admission, he 


had noticed that the palms and the soles were getting extremely rough. The rough- 
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ness had spread all over the palms and soles, including the digits, and had become 
more marked. A little later a similar condition had developed around the mouth, 
the axillae and the groins. 

About six months before admission, he had begun: to feel that he was failing 


somewhat in health; he tired easily and was unable to endure as much as formerly. 


His strength had continued to fail, and he had had to stop work about four weeks 


The 


abdominal pain had grown much more severe and more persistent than that which 


before entering the hospital, although he had not been confined to bed. 








Fig. 2—Marked hyperkeratosis involving the lateral aspect of the right hand. 


had troubled him formerly. This pain was referred to the umbilicus and was lower 


than the former pain. Relation had not existed between the food, or meals, and 
The pain had occurred chiefly at night, and lasted for several hours and 


the pain. 
About four or five days before admission, he had begun to 


had kept him awake. 
grow drowsy and slept much of the time. 

The patient’s. health had been good in the past except for stomach trouble. 
He had not been sick in bed for twenty years. He had had scarlet fever twenty 
years before admission. The history did not reveal any other diseases, except measles 


in childhood. The head was normal. The eyes, ears, nose and throat were normal. 


Dyspnea had been present recently on exertion, but there had been none before. 


Palpitation, precordial pain and edema had not been present. He had not had a 








SW ARTZ-MILLER—ACANTHOSIS NIGRICANS 53/ 


cough. He had had nocturia for several years. Dysuria, hematuria, fre- 
juency, urgency, retention and incontinence had not been present. There was not 
any evidence of venereal disease. The skin had been normal until the present 
He had not had pains in the muscles, bones or joints. 
nor convulsions had been present. 


illness. Neither fainting 
His father had died after an accident. His mother had died in childbirth. 
He had six brothers and two sisters living and well. One brother had died of 


tuberculosis. The history did not show any other chronic disease in the family. 








Fig. 3—Marked hyperkeratosis involving dorsum of the right 


hand 


The patient had lost 46 pounds (20.8 Kg.) recently. He had weighed 195 
pounds (88.5 Kg.) six (7) weeks 


before admission, but weighed 149 pounds 
67.6 Kg.) on admission 


Examination —The patient was an emaciated, drowsy, large-framed man, with 
thick speech. There was a marked hyperkeratosis and a brownish pigmentation, 


nvolving the hands, feet, face, neck, upper part of the chest, back, axillae, groins, 
perineum and the popliteal region (| 


igs. 1, 2 and 3). 
hard and rough, with marked papillary keratoses. 


r 


il 


The palms and soles were 
There was a fungating papil- 
y condition about the mouth and on the eyelids. On the lips, the condition 
xtended to the mucous membrane, especially at the corners. The papillae of the 
ngue were markedly hypertrophied. The nipples and the umbilicus were deeply 
gmented and showed a heaped-up | 


keratosis. The perineum was deeply pig 
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mented, and there was a fungating growth in the intergluteal fold. The teeth 
were dirty, and several were missing, and there was some pyorrhea. The cervical, 
axillary and inguinal glands were enlarged. There was a firm, nodular mass 
descending with respiration, which extended about 7 cm. below the costal margin 







in the right upper quadrant. This was apparently the liver and was somewhat 





tender. The outline of the mass was visible, and its descent with respiration could 





be seen. There was a slight costovertebral tenderness and a tenderness on 
deep palpation in the flanks. There was a great deal of generalized voluntary 







spasm, and some tenderness throughout. 
The Wassermann reaction was negative. The gastric analysis is shown in the 











accompanying table. 





Gastric Analysts During Fasting and After Test Meal 









Contents During Contents After 
Fasting Test Meal 

Amount....... rere itccakneueares 20 ce. 100 ee. 
Consistency......... eee based niin ech Malsatetaedenie Mucoid Mucoid 
ee ee RE er Pee ere Very small Particles of test mea] 
Free hydrochloric acid... 0 0 
Combined acid........ H 11 

0 Faintly positive 





Guaiace..... 









The stomach was displaced slightly to the left. There 





X-ray /xaminattion. 
was a persistent filling defect about the pyloric end, and the site of the pylorus 
and the pyloric sphincter could not be identified. There was a rounded area of 








increased density, which suggested barium within an ulcerative area, that pro- 
jected from the lesser curvature of the stomach about the usual site of the incisura 
angularis. Peristalsis could be seen over the upper portion of the stomach but 
was absent over the lower third. The filling defect appeared to be just below the 
palpable abdominal mass. At the end of six hours, there was not any gastric stasis. 








During fluroscopic examination, however, none of the barium was seen to leave 
the pylorus, and the first portion of the duodenum could not be identified. At 







the end of six hours, the head of the meal reached the descending colon. At the 
end of twenty-four hours, the barium had reached the rectum. The observations 
showed a definite filling defect at the pyloric end of the stomach, the appearance ot 








which was that of an ulcerating lesion, which might be either ulcer with con 
siderable spasm and cicatricial deformity or malignant disease. 
The patient's condition kept growing worse, until October 20, when he died. 







Microscopic examination of a small fragment showed a hyperplasia of the 





papillary processes of the corium, and keratosis. There was a proliferation and a 







flattening of the basal cells, with an increase of their pigment. 





Postmortem Examination.—Postmortem examination revealed a diffuse car- 





cinoma of the stomach with metastases in the retroperitoneal lymph glands, the 
liver and the suprarenal gland. Acanthosis nigricans was present, as well as 






ascites, a chronic pleuritis and edema of the lungs. 





EXPERIMENTAL SYPHILIS IN RABBITS 


A COMPARATIVE STUDY OF THE KAHN AND WASSERMANN 
REACTIONS * 


EARLE WAKERLIN, Pux.D. 
AND 
H. HORRALL, M.D., Pu.D. 


CHICAGO 


The Wassermann reaction performed with a suitable technic is of 
distinct value in the pursuance of studies in experimental syphilis in 
rabbits... The Kahn test is obtaining more extensive use in clinical 


syphilis, even to the extent of supplanting the Wassermann test in cer- 


tain laboratories.* Walker* recently found a more or less direct 
relationship between the strength of the Kahn reaction and the severity 
of the lesions in the experimental syphilitic infection of rabbits. In 
March, 1926, we began research on this test in experimental syphilis 
in rabbits, and report herewith the results of a comparative study of 
the Kahn and Wassermann reactions in a series of rabbits infected with 
Spirochaeta pallida. 
METHOD 


A series of twenty rabbits was inoculated in one testicle with the Nichols strain 
if Treponema pallidum. Blood Kahn and Wassermann* tests were performed 
m these animals prior to infection and thereafter at weekly or biweekly intervals. 
\n average of eleven paired tests was made on each of the rabbits during a period 
f from five to six months. The animals were also examined clinically once 

a week. 

The Kahn test was performed with a four-tube quantitative technic outlined 
y Kahn ° as especially applicable to rabbits. The dilutions of inactivated serum 
vith physiologic sodium chloride solution were 1:1 (undiluted), 1:5, 1:10 and 
1:20. Each tube received 0.01 cc. of standard quantitative antigen dilution. The 
imount of each serum dilution then added was 0.1 cc. The tubes were then 

shaken for three minutes in a standard shaking machine at 250 oscillations per 
minute. After the addition of 0.5 cc. of salt solution to each tube and the elapse 

* From the Physiological Laboratory of the University of Chicago. 

* From research was conducted under a grant from the Hille Laboratories, Inc., 
Chicago. 

1. Heusinkveld, D. W., and Carroll, P. H.: J. Lab. & Clin. Med. 9:834, 1924 
Wakerlin, G. E., and Carroll, P. H.: Blood Wassermann Reaction in Experimental 
Rabbit Syphilis, Arch. Dermat. & Syph. 12:670 (Nov.) 1925. Kemp, J. E.; 
Chesney, A. M., and Poole, A. K.: Bull. Johns Hopkins Hosp. 39:132, 1926. 

Michigan State Laboratory; U. S. Navy; Illinois State Laboratories. 

3. Walker, J. E.: J. Infect. Dis. 41:233, 1927. 

4. All of the Wassermann tests reported were performed at the Wisconsin 
Psychiatric Institute. 

5. Kahn, R. L.: Personal communication to the authors. 
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of a five minute interval, the results were read as in the regular quantitativ 
Kahn test procedure.® 

To afford a convenient comparison with the results of the Wassermann test, 
0 to 4 unit reactions were interpreted as negative, 20 unit reactions as one plus, 
40 unit reactions as two plus, 60 unit reactions (obtained by interpolation) as 
three plus and 80 unit reactions as four plus. 

The Wassermann test was performed with acetone-insoluble antigen and activ: 
serum, according to the method of Lorenz, as described by Heusinkveld and 
Carroll. 

Five of the actively syphilitic rabbits were treated with a total of three weekly 
intravenous injections of one quarter of the maximum tolerated dose of colloidal 
mercury sulphide (30 mg. per kilogram).’ Similarly, five others received one 
injection of one-quarter and two injections of one half of the maximum tolerated 
dose of colloidal bismuth sulphide (40 mg. per kilogram).* Treatment of both 
groups of animals was begun during the eighth week subsequent to the inoculation 
with S. pallida. 


TABLE 1.—Time of Appearance of Positive Kahn and Wassermann Reactions and 
Palpable Orchitis in Twelve Syphilitic Rabbits During the Weeks 
Following Inoculation with Spirochaeta Pallida 








Number of Rabbits 
——— 


a . - res - a ere, 
Third Fourth Fifth Sixth Seventh Eighth Ninth Thirteenth 
Week Week Week Week Week Week Week Week Total 
Positive 
blood Kahn .... P ‘ 6 . ’ 12 
Positive blood 
Wasserman , ; 6 
Palpable 
orchitis 


RESULTS 

The Kahn reactions of nineteen of the twenty rabbits before inocu- 
lation with syphilis were negative or virtually so. Sixteen of the animals 
gave a negative reaction (0 to 4 units) and three gave a one plus reaction 
(15, 20 and 20 units, respectively). The remaining rabbit showed a 
two plus (40-unit) result. The blood Wassermann observations on 
all the rabbits, with the technic employed, were negative. 

The time of appearance of positive (two plus or more) Kahn and 
Wassermann reactions in a group of twelve of the rabbits subsequent 
to inoculation with Spirochaeta pallida is shown in table 1. The reac- 
tions in ten of the animals became positive to the Kahn test and in 
eight to the Wassermann test during the fourth and sixth weeks of the 
disease. The primary lesion of the intratesticular inoculation method— 
a palpable orchitis—appeared in the fourth week. In six of the twelve 


6. Kahn, R. L.: Serum Diagnosis of Syphilis by Precipitation, Baltimore, 
Williams & Wilkins Company, 1925. 

7. Wakerlin, G. E., and Eiseman, C.: Am. J. Syph., to be published. 

8. The solutions of colloidal mercury sulphide and colloidal bismuth sulphick 
used were prepared and supplied by Dr. Hermann Hille, Chicago. 
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rabbits the Kahn and Wassermann reactions became positive simul- 
taneously, in five animals the Kahn reaction became positive before 
the Wassermann reaction, and in one case the converse was true. 

As the demonstrabie lesions—orchitis and chancre—of the untreated 
syphilitic rabbits progressed, reached a maximum and then spontaneously 
regressed to complete healing, i. e., a condition of latency, the results 
of the two reactions of the blood studied followed an entirely analogous 
course. Chart 1 shows this parallelism between the serologic obser- 
vations with the Kahn and Wassermann tests and the clinical condition 
of the orchitis and chancre in a group of five untreated rabbits. The 
durations in days of these four criteria of the intensity of active syph- 
ilitic involvement for the five rabbits are tabulated in table 2. As seen 
from this table, the average durations of the positive Kahn and Wasser- 


laste 2.—Durations (in Days) of Positive Kahn and Wassermann Reactions, 
Palpable Orchitis and Chancre in a Group of Five Untreated 
Syphilitic Rabbits 





Positive Blood Positive Blood Palpable 
Rabbit Number Kahn Reaction Wasserman Reaction Orchitis Chancre 
11 & 78 109 93 
12 78 78 lll 41 
13 68 11g 9 0 
14 76 63 101 ow 
15 64 71 6 15 


Averages 73 2 97 44 


mann reactions, palpable orchitis and chancre were seventy-three, eighty- 
two, ninety-seven and forty-four days, respectively. 

Treatment of a group of five rabbits with active syphilis with col- 
loidal mercury sulphide and therapeusis of another similar group with 
colloidal bismuth sulphide resulted in a rapid healing of the orchitis and 
chancre. Likewise, there was a more or less concomitant return from a 
positive to a negative reaction to the Kahn and Wassermann tests. 
Charts 2 and 3 illustrate this parallelism between the serologic and 
clinical observations in these two groups of animals. A comparison of 
charts 2 and 3 with chart 1 (the five rabbits of chart 1 served as untreated 
controls) demonstrates the rapid reversal of the positive Kahn and 
Wassermann reactions as well as the healing of the orchitis and chancre 
by the therapeutic regimens employed. As shown in table 3, the average 
durations of the positive Kahn and Wassermann reactions, orchitis and 
hancre from the time of the inception of treatment were thirty-four, 
twenty-one, nineteen and fourteen days, respectively, for the animals 
treated with colloidal mercury sulphide; nineteen, twelve, seventeen 
ind fourteen days for those given colloidal bismuth sulphide, and fifty- 
ve, seventy, seventy-two and forty-three days for the control group. 
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Fig. 1—Comparative study of the Kahn and Wassermann reactions in the 
blood, orchitis and chancre in a group of five untreated syphilitic rabbits over a 
period of twenty weeks following inoculation. 
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Fig. 2.—Comparative study of the Kahn and Wassermann reactions in the 
blood, orchitis and chancre in a group of five syphilitic rabbits given three treat 
ments with colloidal mercury sulphide at the eighth, ninth and tenth weeks. 
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\s seen from table 3, rabbit 3 treated with colloidal mercury sulphide 
and rabbit 6 treated with colloidal bismuth sulphide did not show a 
positive Wassermann reaction, whereas the Kahn reactions of both these 


animals remained positive for thirty-four and twenty days following the 
institution of the treatment. Rabbit 6 was the only animal of the series 
originally showing a two plus Kahn reaction before inoculation with 
y. pallida, the Kahn reaction having attained a four plus level, however, 
at the time of the first treatment. Rabbit 7 showed an anticomple- 
mentary reaction to the Wassermann test whenever the Kahn test was 
positive—a total of four paired tests—and a negative Wassermann 
reaction when the Kahn reaction was negative—a total of six paired 


tests. 
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OPCHITIS —“———---=— DASH LIVE 
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Fig. 3—Comparative study of the Kahn and Wassermann reactions in the 
blood, orchitis and chancre in a group of five syphilitic rabbits given three treat- 
ments with colloidal bismuth sulphide at the eighth, ninth and tenth weeks. 

7 


Of interest was the observation that the three rabbits giving one 
plus Kahn reactions and the one animal showing a two plus Kahn 
reaction prior to infection with S. pallida all eventually gave negative 
reactions to the Kahn test (2 to 4 unit reactions), with the subsidence 
of active syphilitic infection. 

In Kahn and Wassermann tests performed on six of the rabbits when 
they showed recrudescences of active syphilis after periods of latency, 
the reactions were found to have remained negative in all cases. Two 
of these animals showed gummas of the hind feet; one, paronychia and 
onychia of the fore feet; one, gummas, paronychia and onychia of the 
hind and fore feet; one, a small chancre “redux,’”’ and one, a bilateral 
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keratitis. However, the lesions which recurred were, except in the 
fourth rabbit, few and mild in each instance. 

A grand total of 184 paired Kahn and Wassermann tests was per- 
formed on seventeen rabbits over a period of from five to six months 
during the course of active syphilitic infection. In twenty-five instances, 
or 14 per cent, comparison between the results of the two reactions was 
impossible because of the anticomplementary action of the serums in the 
performance of the Wassermann test. The reading of the Kahn tests 
in these cases, of course, did not offer any difficulties. 


TaBLE 3.—The Healing Effect of Colloidal Mercury Sulphide and Colloidal 
Bismuth Sulphide on the Positive Kahn and Wassermann Reactions, Orchitis 
and Chancre of Rabbits with Active Syphilis 





Duration Duration of 
of Positive Positive Wasser- Duration Duration 
Kahn Reaction mann Reaction of Orchitis of Chancre 
from Begin- from Begin- from Begin- from Begin- 
Rabbit ning of Treat- ningofTreat- ningofTreat- ning of Treat- 
Number ment in Days ment in Days ment in Days ment in Days 
Group treated with 1 62 34 14 0 
colloidal mercury 20 34 27 6 
sulphide 3 34 0 14 34 
20 20 6 0 
7 





Averages ...... : 21 19 


Group treated with } f 0 14 
colloidal bismuth 7 { A* 14 
sulphide : ; 13 27 

13 14 
14 


Averages ...... { 12 


Control group s 78 
49 
104 
48 


71 


Averages 5E 70 


The group treated with colloidal mercury sulphide received a total of three weekly intra- 
venous injections each of 7% mg. per kilogram, i.e., one quarter of the maximum tolerated 
dose. The group treated with colloidal bismuth sulphide received a total of three weekly 
intravenous injections, one of 10 mg. per kilogram, and two of 20 mg. per kilogram, i.e., one 
quarter and one half of the maximum tolerated dose, respectively. The control group did not 
receive any treatment. 

* The Wassermann reaction of rabbit 7 was anticomplementary during the period when the 
Kahn reaction was positive. In averaging the durations of the positive Wassermann reactions 
for this group, this animal was, therefore, omitted. 


In the remaining 159 paired reactions, there was complete agreement 
between the results of the two tests in 101 instances, or 64 per cent. A 
difference of but one plus occurred in thirty-one of the paired tests. 
In 132 cases, or 83 per cent, therefore, there was complete or virtual 
agreement between the observations in the two reactions. The twenty- 
seven instances of disagreement (differences of two plus or more) were 
distributed as follows: The one rabbit which gave a two plus reaction 
to the Kahn test and a negative reaction to the Wassermann test prior 
to inoculation with syphilis gave like results with the parallel reactions 
on two additional occasions subsequent to infection and prior to the 
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development of active syphilitic lesions (3 per cent). The variance 
between the two tests in twelve instances, or 7 per cent, occurred in cases 
of progressive syphilitic lesions, in two thirds of which the Kahn reac- 
tion ascended to a four plus level more rapidly than the Wassermann 
reaction, whereas in the remainder the converse was true. The remain- 
ing twelve cases of disagreement, or 7 per cent, were found in cases 
of regressing or healed (latent) syphilis. In nine of these, the Kahn 
reaction was still positive, whereas the Wassermann reaction had become 
negative, and in the remaining three the disagreement resulted from the 
slower descent of the positive Wassermann reaction. 


COM MENT 


As seen from the results, the Kahn reaction of nonsyphilitic rabbits 
was negative in sixteen of twenty animals, virtually negative (one plus) 
in three and two plus in one, in terms of the arbitrary interpretation 
of the Kahn results already outlined. The observations reported are in 
complete accord with those of Walker,® who used the routine and stand- 
ard quantitative Kahn test procedures. This worker found only 36 per 
cent of twenty-nine nonsyphilitic rabbits with completely negative reac- 
tions, when his results were interpreted on the same bases as those 
employed in reading serums of human beings. Similarly, we found that 
of the sixteen animals in which the reactions were considered as com- 
pletely negative, only five gave O-unit reactions. Of the remaining 
eleven rabbits, one showed a 1-unit reaction, four a 2-unit reaction and 
six a 4-unit reaction. In other words, but 25 per cent of the supposedly 
normal rabbits which we tested had wholly negative reactions to the 
precipitation technic employed, in terms of quantitative Kahn test units. 
However, we cannot see any logical objections to an interpretation of 
the results of the Kahn test in rabbits which permits of a fairly sharp 
line of demarcation between nonsyphilitic and syphilitic serums—the 
ultimate aim of serologic procedures in syphilis—and of a ready com- 
parison with parallel Wassermann observations. 

The negative results of the Wassermann test with the same series of 
twenty nonsyphilitic rabbits were undoubtedly due to a lesser degree of 
sensitiveness on the part of the complement fixation technic employed as 
compared with the Kahn test. The greater sensitivity of the latter reac- 
tion was also attested by the tendency for a somewhat earlier appear- 
ance of the positive Kahn reaction subsequent to the inoculation of the 
rabbits with syphilis (table 1). 

The strength of both the positive Kahn and Wassermann reactions 
varied directly with the degree of active syphilitic involvement as gaged 
by the status of the orchitis and the size of the chancre. Undoubtedly, 
most of the rabbits would have shown more than 80-unit reactions at 
the time of maximal syphilitic involvement had greater serum dilutions 
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than 1:20 been used in the technic. As was to be expected from the 
parallelism between the serologic and the clinical observations on the 
untreated rabbits, therapeusis, since it brought about a rapid healing of 
the lesions, also produced an almost as prompt reversal of the positive 
Kahn and Wassermann reactions to negative. 

As seen from charts 1, 2 and 3, there was a definite tendency for 
the Kahn reaction to become positive before the Wassermann reaction. 
Likewise, charts 2 and 3 and table 3 illustrate a somewhat slower ten- 
dency for the Kahn reaction to return to negative under the influence of 
treatment. From chart 1, the impression is gained that the Kahn reac- 
tion descended more rapidly to negative in the untreated rabbits as they 
approached a condition of latency. This probably incorrect impression 
results from the excepticnal serologic behavior of rabbit 13 (table 3) 
which for unknown reasons showed a positive Kahn reaction of com- 
paratively short duration and a positive Wassermann reaction of unusual 
persistence. The limited data at hand really indicate a more or less 
simultaneous rate of reversal of the positive Kahn and Wassermann 
reactions in untreated rabbits. 

Obviously, the Kahn test was more useful than the Wassermann test 
in following the serologic behavior of rabbits 3 and 6, which never gave 
positive reactions to the complement fixation test. Undoubtedly, the fail- 
ure of the latter to give a positive result in both cases was due to its 
tendency to lag behind the Kahn reaction in becoming positive, as well 
as to the rapid therapeutic suppression of the lesions, the size of which 
is apparently intimately related to the production of the Kahn and 
Wassermann bodies. 

The lack of a return of the Kahn and Wassermann reactions to 
positive with the appearance of clinical relapses in six animals probably 
resulted from the mild character of the lesions in five of the rabbits. 
The sixth animal, however, showed a fairly severe generalized syphilis, 
and the failure of the Wassermann reaction to return to positive in 
this animal is somewhat at variance with a previous report of one of 
us,” but is in agreement with the observations of others.'° 

The rather large proportion of anticomplementary reactions encoun- 
tered in the performance of the Wassermann test in this research 
(14 per cent) speaks for a certain practical inferiority of the Wasser- 
mann test as compared with the Kahn test. This was particularly true 
in the case of Rabbit 7, in which the Wassermann reaction was anti- 
complementary during the entire period when the Kahn reaction was 


positive and maintained a precipitation titer more or less parallel to the 
clinical course of the animal. In general, both the Kahn and Wasser- 


9. Wakerlin, G. E., and Carroll, P. H. (footnote 1, second reference). 
10. Kemp, J. E.; Chesney, A. M., and Poole, A. K. (footnote 1, third reference ) 
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mann tests were performed at the same time, i. e., about two days after 
the specimens of the blood were obtained. The specimens used in the 
Kahn test were kept in the icebox during this interval, whereas the speci- 
mens used in the Wassermann test were in transit from Chicago to 
Madison, Wis., where the complement fixation tests were performed. 
Probably most of the anticomplementary reactions were not due to 
ageing or contamination of the blood specimens but to variations of 
unknown character in the serums. Becker '' suggested infection (chronic 
infectious arthritis, chronic cholecystitis) as a cause for the anticomple- 
mentary reactions of the serums of human beings, but so far as could 
be determined by gross clinical examination none of the rabbits was 
afflicted with any other than its specific infection at the time an anti- 
complementary specimen was obtained. Moreover, all save one of 
seventeen rabbits gave one or more anticomplementary serums at various 
times during the six month interval in which their serology was 
followed—a fact which may or may not be opposed to nonsyphilitic 
infectious processes as etiologic agents in the production of anticomple- 
mentary reactions. Becker *! also found that a certain percentage of 
neurosyphilitic human beings gave anticomplementary reactions after 
infection with another protozoal disease, viz., malaria. 

The observation of agreement or virtual agreement between the 
Kahn and Wassermann reactions in but 83 per cent of the paired tests 
would at first sight appear to show a greater proportion of discrepancies 
between the reactions than occurs in syphilis in human beings. However, 
of the 17 per cent showing disagreement, a large part (14 per cent) 
was equally divided between cases of progressive and regressing active 


syphilis in rabbits and resulted in most instances from the tendency of 


the Kahn reaction to become positive earlier in the disease and to return 
to negative more slowly in the treated animals. The remaining 3 per 
cent comprises the three paired tests performed on the single rabbit 
whick before inoculation showed a two plus Kahn reaction and a negative 
Wassermann reacti6n. 
SUMMARY 

1. In the Kahn test performed and interpreted as already outlined, 
the reaction is negative or virtually negative in about 95 per cent of 
nonsyphilitic rabbits. The Wassermann reaction, with the technic used, 
is negative in approximately 100 per cent of nonsyphilitic rabbits 

2. The strength of the positive Kahn reaction, as well as that of 
the positive Wassermann reaction, shows a definite parallelism with 
the intensity of experimental syphilitic involvement. 


11. Becker, S. W.: J. Lab. & Clin. Med. 12:265, 1926. 








548 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


3. The Kahn reaction, like the Wassermann reaction, is negative 
in latent experimental syphilis in rabbits. 


4. Treatment which is effective in the healing of the lesions oj 
rabbits with active syphilis also causes a more or less commensurately 
rapid reversal of the Kahn as well as of the Wassermann reaction 


5. There is a tendency for the Kahn reaction to precede the Wasser- 
mann reaction in becoming positive in cases of progressive experimental 
syphilis in rabbits, and to lag behind the Wassermann reaction in revert- 
ing to negative in cases of regressing experimental syphilis in rabbits 
The Kahn reaction is more sensitive than the Wassermann reaction 
with the respective technics employed. 

6. Despite a certain tendency to false positiveness in rabbits, the 
Kahn test furnishes a somewhat more desirable serologic reaction for 
use in studies in experimental syphilis in these animals than the Wasser- 
mann test, since the Kahn reactions are not interfered with by 
anticomplementary serums, and since the greater sensitiveness of the 
Kahn reaction renders it a more valuable index of the efficacy of 
therapeutic measures, particularly when treatment is instituted early in 
the course of the disease. 





DISEASES OF THE SKIN AMONG EX-SERVICE MEN * 


PHILIP B. MATZ, M.D. 
Medical Service, U. S. Veterans Bureau 


WASHINGTON, D. C. 


While patients with diseases of the skin constitute but 2 per cent 
of a total number of 73,016 ex-service men hospitalized and discharged 
by the U. S. Veterans Bureau, nevertheless, the economic loss, as rep- 
resented in the cost to the government in 1927 for the compensation 
for disabilities resulting from diseases of the skin, totaled $1,600,853.00. 
(his amount was for compensation only and does not include the cost 
of hospitalization, nor the cost of outpatient care of these patients. 

Surely a class of diseases which is accompanied by so much disable- 
ment and occupational handicap, and which resulted in the hospitaliza- 
tion of 1,487 bureau beneficiaries during 1927, as well as the dispensary 
treatment of a large number of these bureau claimants, deserves the care- 
ful consideration of dermatologists. 

A great many of the diseases of the skin are directly traceable to 
war service. Among these may be mentioned the cicatrices following 
mustard burns; also a large number of the cicatricial contractions of the 
skin resulting from gunshot and shrapnel wounds, as well as a group 
of the various dermatoses. Although the largest number of diseases 
of the skin are those which were contracted in the service, they include 
certain diseases commonly encountered in civilian dermatologic prac- 
tice. 

CLASSIFICATION OF DISEASES OF THE SKIN AND RESULTS OF TREATMENT 

During 1927, the bureau hospitalized 1,487 patients for diseases of 
the skin of various kinds. Table 1 indicates that of this number, 116 
were under treatment for eczema; ninety-three for varicose ulcer ; 
eighty-one for psoriasis; sixty-nine for fissure; sixty-seven for derma- 
titis (unclassified ) ; fifty-two for furunculosis; fifty for acne ; thirty-five 
for tinea; six for tuberculosis of the skin and 697 for various diseases 
of the skin of less importance, which were grouped together. 

Further reference to table 1 indicates that of 1,487 patients 
hospitalized, 122, or 8.21 per cent, were cured following treatment ; 744, 
or 50.03 per cent, were improved; ninety-five, or 6.39 per cent, were 
unimproved ; 522, or 35.10 per cent, underwent incomplete hospitaliza- 


*From the Research Subdivision. 
* Published with the permission of the Medical Director of the U. S. Veterans 


Bureau. 
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tion and the result of treatment was unrecorded, and four, or 0.27 per 
cent, died. To sum up, then, 58.24 per cent of patients with diseases 
of the skin were either cured or improved following hospitalization in 


TaBLe 1.—Discharges of Patients from Hospitals after Treatment for Skin 
Disease, showing 4 Result oF Treatment, Fiscal Year 1927 
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the U. S. Veterans Bureau. It is believed that these results are highly 
satisfactory, taking into consideration the fact that a large percentage of 
the skin conditions were chronic and had their origin during or imme- 


diately after the war. 
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\BLE 2.—Patients under Hospitalization in the U. S. Veterans Bureau for Skin 
Disease During Fiscal Year 1927, with Coexisting Pulmonary 
or Extrapulmonary Tuberculosis 
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DISEASES OF THE SKIN AND TUBERCULOSIS 


On account of the large number of tuberculous patients under 
hospitalization in the U. S. Veterans Bureau, it was thought that a 
study should be made with a view to establishing the incidence oi 
diseases of the skin among this class of patients, as well as to ascertain 
whether or not the coexistence of a tuberculous infection with a skin 
condition has any bearing on infection and resistance in tuberculosis. 


A review of table 2 indicates that of 1,487 patients with skin disease, 
421, or 28.31 per cent, had a coexisting tuberculous infection. The num- 
ber of tuberculous patients under hospitalization during 1927 was 
17,789 ; it is seen, therefore, that 2.3 per cent of the latter had some skin 
condition and were hospitalized for it. This figure indicates that 
disease of the skin was not common among hospitalized tuberculous 
patients. The most likely explanation is that the incidence was greater, 
but, because of the fact that the skin condition was trivial and did not 
require treatment, it was not recorded in the histories. 

Tuberculosis is present to the extent of 28.31 per cent among 
patients with diseases of the skin. This incidence is not significant 
because of the fact that 17,789, or 24 per cent, of a total number of 
73,016 patients discharged from hospitalization during 1927 were 
tuberculous. 

Of the 421 tuberculous patients with a disease of the skin, eight 
had incipient pulmonary tuberculosis; 107 were moderately advanced 
cases ; 156 were far advanced cases ; 121 were cases of pulmonary tuber- 
culosis, unclassified; seven were cases of miliary tuberculosis, and 
twenty-two were cases of extrapulmonary tuberculosis. 

It is of interest to note that a coexisting tuberculosis was found in 
thirty-seven of the fifty cases of acne; in fifteen of the sixty-nine cases 
of fissure; in six of the twelve cases of pityriases versicolor; in onl) 
four of the eighty-one cases of psoriasis; and in ten of the thirty-five 
cases of tinea. Of the six cases of tuberculosis of the skin, only two had 
coexisting tuberculosis elsewhere in the body. 

Tables 3 and 4 indicate the effect, if any, of the various diseases 
of the skin on the result of treatment of 421 patients with tuberculosis 
hospitalized in the U. S. Veterans Bureau during 1927. Table 3 is a 
classification of the tuberculous disease, as well as of the type of skin 
disease, and shows also the results of treatment. Table 4 indicates the 
end-results of the treatment of tuberculosis complicated by disease of 
the skin. 

It is noted that of 421 cases, one, or 0.24 per cent, was apparently 
arrested on discharge; twenty-seven, or 6.4 per cent, were arrested : 
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\BLE 3.—Effect of Skin Disease on the Result of the Treatment of Tuberculosis 
in 421 Patients Discharged from Hospitalization During Fiscal Year 1927 
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fifty-two, or 12.35 per cent, were improved; thirteen, or 3.09 per cent, 


were unimproved ; twenty-two, or 5.23 per cent, died, and 306, or 72.68 


per cent, of the patients were given an administrative discharge of one 
kind or another without indication of the condition following treat- 
ment. 

These figures may be compared with a series of 17,593 tuberculous 
patients who were discharged following hospitalization in the U. S. Vet- 
erans Bureau (table 5). It was found that 2,400, or 13.65 per cent, of 
this group were improved on discharge; 542, or 3.08 per cent, were 


TaB_E 4.—Condition of Tuberculous Patients with Skin Disease, 
on Discharge Following Hospitalization 


Epithelioma, Multiplex, Benignum 


Erythema, Induratum 
Erythema, Scarlatiniforme 


Erythema, Unclassified 


Fissure 


Dermatitis, Herpetiformis 
Dermatitis, Unclassified 


Dysidrosis 


Eezema 
Skin Diseases, Others 


Tuberculosis of Skin 
Ulcer, Varicose 


Pityriasis Versicolor 
Urticaria 


Lupus Erythematosus 
Pruritis 


Alopecia Areata 
Furunculosis 
Ichthyosis 
Lichen Simplex 
Parnoychia 
Psoriasis 
Seborrhea 


Carbuncle 


Apparently 
a Sia, atk dk sh RR Oe OS OR Ob ae ae ee Ck Wk dnd de Be Bb OS SOS ee: See 
ake oe: 4d. id <ka shee 
Improved..... 4.... 
» 


OS wh tes 
Other disposi- 


es 72.68 


eee 37 d ‘ 5 6 5 6 22 3 100.00 


unimproved ; 1,862, or 10.58 per cent, died, and in 12,789, or 72.69 per 
cent, of the cases the results of treatment were not indicated. 

It is noted that the principal differences is in the percentage of 
deaths. The death rate of the patients with tuberculosis without disease 
of the skin was twice as great as that of those with disease of the skin. 
This difference offers an opportunity for a great deal of speculation as to 
the possible cause or causes. It is possible that the existence of a 
disease of the skin in tuberculous patients in some way increases the 
resistance against tuberculous infection. If such a hypothesis is tenable, 
what is the mechanism involved in the increased resistance? It may be 
due to the anatomic structure of the skin, or possibly to its chemical 
content. It has been established that the skin itself is the least vulnerable 
of any tissue or organ in the body to infection by the tubercle bacillus. 
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COMPENSATION FOR DISEASES OF THE SKIN 

Table 6 shows the number of claimants receiving compensation for 
some disease of the skin; the disease of the skin for which compensation 
is being paid ; the degree of disablement, and the average and total annual 
payments for compensation. 

It is noted that the annual cost for compensation of claimants with 
skin disease is $1,600,853.52. As the total annual outlay for compensa- 
tion for all diseases and conditions is $136,104,552.00, the cost of dis- 
ablement and reduced employability due to diseases of the skin is 1.18 
per cent of the total annual outlay for compensation for all diseases and 
conditions acquired in military service. 

Further study of table 6 indicates that the number of claimants on 
the compensable rolls of the bureau for diseases of the skin is 5,917; 
the average monthly compensation is $22.55, or $270.60 per annum. 


PasLE 5.—Comparing Results of Treatment of Tuberculous Benefictaries with 
and Without Skin Diseases 
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It is also noted that the largest annual outlay for compensation, 
$1,115,209.20, is paid to 4,393 claimants with cicatricial contraction ; 
the next largest amount, that of $94,184.40, is paid to 214 patients with 
psoriasis ; compensation for cicatrix is paid to 444 claimants at an annual 
cost of $77,841.00; compensation for varicose ulcer amounts to 
$48,698.04 and is paid to 106 claimants; 68 claimants with dermatitis 
(unclassified) receive a total annual compensation of $27,465.00. 

The largest average monthly compensation, that of $100.00, is paid 
to one patient with pityriasis rubra pilaris, and to four patients with 
scleroderma. The smallest monthly compensation, that of $10.00, is paid 
to one claimant with abscess; one claimant with dermatitis venenata ; 
one claimant with dermatomyositis; two claimants with ecthyma; one 
claimant with impetigo herpetiformis; one claimant with intertrigo; 
one claimant with vitiligo; one claimant with effects of explosion, 
and one claimant with gunshot wound. 

Table 7 is a classification of patients with diseases of the skin accord- 
ing to the degree of impairment and the type of disability, i.e., whether 
the disablement is temporary or permanent. 
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According to bureau records, there were 79,465 claimants on a tem- 
porary compensation status and 170,552 on a permanent compensation 
status, as of Dec. 31, 1927. Reference to table 7 shows that 978, 
or.1.23 per cent, of the claimants on a temporary compensation status 
have a disease of the skin; and that 4,939, or 2.9 per cent, of the 
claimants on a permanent disability status have some disease of the 
skin. 

The total cost of compensation for claimants temporarily disabled as 
a result of skin disease is $357,708.00 per annum, while for those per- 
manently disabled it is $1,243,140.00. 

Of 978 claimants temporarily disabled, 365 have an occupational 
handicap of between 10 and 19 per cent; 251 from 20 to 29 per cent; 
ninety-one from 30 to 39 per cent; thirty-three from 40 to 49 per 
cent; ninety-four from 50 to 59 per cent; eighteen from 60 to 69 
per cent ; twenty-five from 70 to 79 per cent ; five from 80 to 89 per cent, 
and ninety-six are on a temporary total status. 

Of the 4,939 claimants permanently disabled, 2,720 have an occupa- 
tional handicap of between 10 and 19 per cent; 1,537 between 20 and 
29 per cent; 420 between 30 and 39 per cent; 115 between 40 and 49 
per cent ; seventy-four between 50 and 59 per cent ; twenty-three between 
60 and 69 per cent ; sixteen between 70 and 79 per cent; six between 80 
and 89 per cent; one between 90 and 99 per cent, and twenty-seven are 
on a permanent total disability status. 

The total monthly cost to the government for compensation of claim- 
ants with a temporary disability due to a disease of the skin is 
$29,809.00, and the average monthly compensation paid the 978 
claimants is $30.48. 

The total monthly cost to the government for the compensation of 
claimants with a permanent disability due to disease of the skin is 
$103,595.00, and the average monthly compensation of 4,939 claimants is 


$20.97. 


The present annual cost for compensation of diseases of the skin 


carrying a temporary rating and incurred during the war is 0.84 per 
cent of the total annual cost for compensation of all diseases acquired 
during military service and carrying a temporary rating. 

The present annual cost for the compensation of patients with dis- 
eases of the skin incurred during the war and carrying a permanent 
rating is 1.33 per cent of the total annual cost for compensation of all 
diseases incurred during military service and carrying a permanent 
rating. 

The annual cost for patients with diseases of the skin carrying a 
partial rating is 1.76 per cent of the total annual cost of all disabilities 


with such rating. 
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SUMMARY AND CONCLUSIONS 


1. Ex-service men with diseases of the skin which required hospital 
care constituted 2 per cent of a total number of 73,016 patients hos- 


pitalized by the U. S. Veterans Bureau. 

2. A great many of the diseases of the skin are directly traceable to 
war service, such as: the cicatrices following mustard burns and cica- 
tricial contraction from gunshot and shrapnel wounds; also a large 
number of dermatoses similar to those commonly encountered in civilian 
dermatologic practice. 

3. One thousand four hundred and eighty-seven ex-service patients 
were hospitalized in 1927 for diseases of the skin by the U. S. Veterans 
Bureau. The largest groups hospitalized were those with eczema, 
varicose ulcer, psoriasis, fissure, dermatitis, furunculosis, acne, tinea, 
tuberculosis of the skin, cicatricial contraction and cicatrix. 

4. Following hospitalization, 58.24 per cent of the patients with 
diseases of the skin were either cured or improved. It is believed that 
these results are highly satisfactory, taking into consideration the fact 
that a large percentage of the conditions of the skin were chronic and 
had their origin during or immediately after the war. 

5. The bureau statistics show that 28.31 per cent of the hospital 
patients with skin disease had a coexisting tuberculous infection. This 
incidence is not significant because of the fact that 17,789, or 24 per 
cent, of a total number of 73,016 patients discharged from hospitaliza- 
tion during 1927 were tuberculous. 

6. Bureau statistics further show that 2 per cent of a total of 17,789 
tuberculous patients were recorded as having some disease of the skin. 
This incidence is rather low. The most likely explanation is that a good 
many of the conditions of the skin were not serious and did not require 
treatment. These conditions were, therefore, not recorded in the his- 
tories of the patients. 

7. In studying the statistics of the bureau, it is noted that the death 
rate of tuberculous patients with diseases of the skin was 5.23 per cent, 
while the general death rate for tuberculous patients in 1927 was 10.58 
per cent. A hypothesis is presented in explanation of the difference on 
the assumption that diseases of the skin may be conducive to an increased 
resistance against tuberculosis. 

8. The number of claimants on the compensation rolls of the Bureau 
on account of skin disease is 5,917; the average annual compensation is 
$270.60, or $22.55 per month per claimant. 

9. The annual cost for compensation of claimants with disease of 
the skin acquired in military service is $1,600,853.52, which is 1.18 
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per cent of the total annual outlay for compensation for all diseases 
and conditions thus acquired, and which represents the economic loss due 
to diseases of the skin. 

10. Four thousand three hundred and ninety-three claimants receive 
compensation for cicatricial contraction of the skin at an annual cost of 
$1,115,209.20; forty-four claimants receive compensation for cicatrix at 
an annual cost of $77,841.00. These, it is believed, are directly due to 
war injuries. 

11. The largest group of claimants with diseases of the skin not 
directly due to war injury but in some way traced to war service was 


214 patients with psoriasis, whose compensation amounted to $94,184.40 


1 \ ear. 

12. Nine hundred and seventy-eight of the claimants with diseases 
of the skin were rated as having a temporary disability, and 4,939 as 
having a permanent disability. 

13. The majority of the claimants who had either a permanent or 
a temporary handicap as a result of diseases of the skin were disabled 
to the extent of between 10 and 19 per cent. 
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This communication is a preliminary report dealing with initial, 
positive experimental results achieved during an attempt to elicit a 
specific allergic cutaneous reaction in patients and in experimental ani 
mals suffering from coccidioidal granuloma. My reason for this experi 
mental investigation was the conviction that this disease is fairl) 
widespread, but that because of its close mimicry of tuberculosis, it is 
frequently overlooked by the medical profession and by patients alike. 
This failure to recognize the disease is especially true, I believe, in sys- 
temic cases without any primary cutaneous involvement, in which the 
clinical syndrome of the condition may simulate tuberculosis or a malig- 
nant condition and in which no opportunity for direct microscopic and 
cultural study of the pus is available. Reports of three such cases 
came to my attention recently. In two of these, one in Los Angeles 
and another in Santa Monica, the diagnosis of coccidiosis was established 
at autopsy. The third case is that of a woman who is at present 
under my ‘ treatment with colloidal copper, and who presented a pelvic 
mass (apparently primary) without other involvement. Diagnosis in 
this case was established after operation and on sectioning of the 
tissue removed at operation. That there may be many such undiagnosed 
cases is conceded by all students of the subject. That their recognition 
will be materially facilitated by a specific allergic cutaneous test is 



















obvious 






EXPERIMENTAL DATA 











The Antigen Employed—The antigen used for the purpose of eliciting this 
allergic cutaneous manifestation consisted of Coccidioides immitis filtrate which 
was obtained by means of a Berkefeld filter from Sabouraud’s boullion, containing 
a ten days’ growth of the organism of Coccidioides, incubated at 37 C. The filtrate 
thus obtained, after being tested for sterility, culturally and microscopically, was 
properly preserved and constituted the antigen. 

Preliminary Inoculations.—As the first step in the experiment, I proceeded to 
determine the toxicity of the antigen. For this purpose, I utilized two goats which 














* Read at the Annual Session of the combined Medical and Surgical Staffs of 
the Los Angeles General Hospital, June 25, 1928. 

* From the Department of Dermatology, Los Angeles General Hospital. 

1. Jacobson, H. P.: Granuloma Coccidioides: Apparently Successfully Treated 
with Colloidal Copper, California & West. Med. 27:360-364 (Sept.) 1927. 
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were inoculated cutaneously and subcutaneously with 3 and 5 cc. of the antigen, 
respectively, with negative results. To be certain of the harmlessness of the 
antigen, I then inoculated three guinea-pigs intraperitoneally with 0.5, 1 and 2 cc. 
of the filtrate, respectively, with totally negative results. 


INOCULATIONS INTO HUMAN BEINGS 


Having ascertained the harmlessness of the antigen by inoculation into 
animals, I then proceeded to investigate its action on human beings, and chose my 
forearm as the subject. A subcutaneous injection of 0.3 cc. into my forearm 
did not result in a reaction. Next in order, I injected 0.3 cc. of the filtrate into 
the skin of the left forearm of a patient who was suffering from a severe type of 
systemic coccidiosis. Two hours after the injection, he developed a chill which 
lasted about half an hour, following which the temperature rose about 1 degree 
and the pulse became accelerated. About twelve hours following the inoculation, 
the site of the injection became red, painful and somewhat swollen. The reaction 
continued to increase in severity for forty-eight hours, and then became stationary. 
In addition to the local reaction, the discharging abscess and sinuses (which were 
plentiful) increased in flow, and some of the solid tumor masses softened and 
began to discharge seropurulent material. The reaction in this patient, local, focal 
and constitutional, lasted about twelve days, after which time the local area began 
to desquamate and became pigmented, though the induration remained for some 
days longer. In addition to this patient, five other patients suffering from 
coccidiosis, whose condition represented different types and stages of the disease, 
received initial injections of 0.3 cc. of the filtrate subcutaneously, and all reacted 
in a specific, characteristically uniform fashion. Four of the subjects who were 
given injections were patients in the wards at the hospital, and two were under my 
care at the outpatient department. 

Character of Reactions.—As already indicated, the method of procedure con- 
sisted of subcutaneous injections of 0.3 cc. of the filtrate into the flexor or radial 
sides of the forearms. Immediate reactions did not follow the injections in any 
of the patients, but in the course of about twelve hours each, erythematous areas 
began to appear around the needle punctures; these areas continued to enlarge 
peripherally for from twenty-four to thirty-six hours longer. When fully evolved, 
the reactions were fairly characteristic. They consisted of oval or semioval 
inflamed areas, about 8 by 6 cm., deep red, markedly swollen and tender, deeply 
infiltrated, fairly marginated and quite warm to the touch. The maximum 
intensity of the reactions was obtained in from twenty-four to thirty-six hours 
after the onset, and involution commenced either at that time or from twelve to 
twenty-four hours later. 


Control Inoculations—For the purpose of testing the specificity of the reactions, 


several patients free from coccidioidal infections were inoculated with 0.3 cc. of 


the antigen each. In four of these subjects, including one whose case was subse- 
quently diagnosed as sarcoma of the wall of the chest and to whom the injection 
was administered for diagnostic purposes in order to eliminate the question of 
the presence of Coccidioides, a reaction did not follow the inoculations. The fifth 
patient used as a control—a patient suffering from an extensive, systemic blasto- 
mycoti¢e infection—reacted locally in a mild degree but did not show the charac- 
teristic typical of the reactions obtained in those suffering from coccidioides. 
Whether the reaction in this case indicates a biologic relationship between 
Blastomyces and Coccidioides immitis, time and further study will reveal. 
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Inoculation Into Animals.—This part of the investigation was carried out in 
cooperation with Dr. Louis V. Dieter, Director of Laboratories, Rodent Control 
Division, Los Angeles City Health Department. The purpose of these experi- 
mental inoculations were to test further the specificity of the antigen and its ability 
to elicit specific allergic cutaneous reactions in experimental animals. 

The first step consisted of the subcutaneous inoculation of three healthy male 
guinea-pigs with 0.5, 0.75 and 1.5 cc. of the antigen, respectively. Local reactions 
did not follow these injections in the course of seventy-two hours after the 
administration of the injections. 

On April 24, 1928, two healthy male guinea-pigs received intraperitoneally 
Coccidioides boullion culture of 0.5 and 1.5 cc., respectively. On April 26, four 
healthy male guinea-pigs were inoculated intraperitoneally with 1 cc. of Coccid- 
toides boullion culture. 

Signs of the disease began to manifest themselves in all the animals in from 
eleven to thirteen days following the inoculations. The signs consisted of an 
initial loss of weight and a reddening and enlargement of the testicles. The 
disease was then permitted to progress from four to six days longer, after which 
time each of the guinea-pigs received cutaneous injections of the antigen of 0.5 
and 1 cc. The animals that received 1 cc. of the antigen presented, after twenty- 
four hours, small areas of reddening and induration surrounding the sites of 
needle puncture, while those that received only 0.5 cc. did not present any reaction. 

Ten days following the inoculations, each of the animals were again given 
cutaneous injections with 0.2 cc. of the antigen. About twenty-four hours follow- 
ing the last inoculations, each of the guinea-pigs presented a definite red ariola 
around the point of inoculation with a vesicle in the center. Twenty-four hours 
later, the central vesicles became pustular, and the ariolas showed evidence of 
involution. As control tests 0.2 cc. of 0.25 per cent of tricresol solution, which 
was used as a preservative for the antigen, was employed cutaneously. Reaction 
did not result from the administration. 


PREVIOUSLY RECORDED EXPERIMENTAL DATA 


A search of the available literature dealing with the subject of 
allergy in coccidioidal granuloma brings to light only one instance 
of an attempt to elicit experimentally an allergic cutaneous reaction 
in a person suffering from the disease. The one instance is recorded 
by Cook,” who attempted unsuccessfully to elicit such a reaction by 
both the intradermal method and the scarification method with a Pirquet 
chisel. He employed the following antigens in his experiments: 
(1) a rather thick suspension of the powdered mycelial growth of 
Coccidioides suspended in 0.85 per cent sodium chloride solution; 
(2) a 5 per cent glycerin emulsion of the same dried powder concen- 
trated to 0.1 its original volume; (3) a concentrated glycerin boullion 
filtrate from a 4 weeks’ old Coccidioides culture prepared in a manner 
analogous to that used for making “old” tuberculin, and (4) a rather 
thick suspension in 0.85 per cent sodium chloride solution of the 
powdered spherical bodies from the pus. 


2. Cook, J. V.: Immunity Tests in Coccidioidal Granuloma, Arch. Int. Med 
15:479 (March) 1915. 
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One other probable instance of an attempt to excite experimentally 
an allergic skin reaction in coccidioidal granuloma is the recorded 
work of Davis* on oidiomycosis in guinea-pigs. The author in this 
case used an extract of the organism (Coccidioides?) as the antigen 
and scarification as the method of inoculation. Visible cutaneous 
reaction did not result from these experimental inoculations. 


ANALYSIS 


Analysis of the data recorded brings to light several essential facts 


that require elucidation. To begin with, how can one account for the 
diametrically opposite results achieved by Davis and Cook in their 
investigations from those which I obtained in my patients and experi- 
mental animals? The answer to this question, I believe, is to be found 
in the nature of the different antigens employed. It will be recalled 
that Davis employed as his antigen an extract of the organism of 
Coccidioides. Cook, on the other hand, employed four different kinds 
of antigens, three of which, however, consisted of extracts of Coc- 
cidioides tmmitis in one form or another, wnile one consisted of a 
glycerin boullion filtrate prepared in a manner analogous to that used 
for making “old tuberculin.” Both Davis and Cook failed to elicit 
allergic cutaneous reactions in their subjects by means of antigens con- 
sisting of cellular and intracellular products of Coccidioides immitis 
and devoid of any extracellular derivatives of the organism of 
Coccidioides, of which my antigen consisted, and by means of which 
[ succeeded in exciting specific allergic cutaneous reactions. The only 
antigen used by Cook which probably did contain the substance capable 
of eliciting an allergic reaction was the glycerin boullion filtrate, pre- 
pared, however, in a manner analogous to that used for making “‘old 
tuberculin,” which method includes boiling for one hour and then 
concentrating over water bath to one-tenth its volume. It is quite 
likely that the active substance contained in the fresh filtrate was 
inactivated or destroyed in the process of boiling and therefore failed 
to produce results. I intend to investigate this phase of the problem 
in the immediate future and to report my observations at an early 
date in a supplementary communication. 


NATURE OF ANTIGEN 
In the light of the observations recorded, it is obvious that 
Coccidioides immitis is, under proper conditions of environment and 
growth, capable of secreting or excreting a certain substance into the 
medium in which it grows, which substance is apparently diffusible 
and able to pass through a Berkefeld filter. While its exact nature is 


3. Davis, D. J.: J. Infect. Dis. 8:190, 1911. 
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not as yet determined (I am at present engaged in the attempt at 
its identification) it seems to be fairly stable, as in the course of 
about two months it has not lost in potency to any appreciable degree. 
It is apparently nontoxic to human beings and experimental animals 
free from coccidioidal infection, as intraperitoneal and subcutaneous 
injections of fairly large doses of the filtrate into guinea-pigs and 


subcutaneous injections of fractional doses into human beings failed 
to elicit any reaction, local or general. When, however, injected in 


only fractional doses into human beings suffering from the disease, 
a characteristic reaction of the skin ensues, commencing in about twelve 
hours after the inoculations and reaching its height in forty-eight hours. 
In guinea-pigs the onset of the reaction parallels in time that of human 
beings, though the degree of reaction is much less intense and is not 
as typical. The period of evolution and involution of the local reaction 
is characterized by a more rapid course in experimental guinea-pigs 
than in human beings. This reaction, furthermore, is not to be con- 
strued as a response to a primarily toxic substance analogous to the 
Schick and Dick reactions, but rather as an expression of an acquired 
cellular hypersensitiveness to substances which for the nonallergic indi- 
vidual are nontoxic, and which belongs to the category of reactions to 
tuberculin and luetin. 
CONCLUSIONS 

1. Coccidioides immitis apparently secretes an extracellular sub- 
stance when grown in boullion at 37 C., which substance is present in 
the filtrate, and is obtained by means of a Berkefeld filter. 

2. The filtrate thus obtained is nontoxic to persons free from the 
disease, but when injected cutaneously into subjects infected with 
Coccidioides immitis, a characteristic inflammatory reaction of the skin 
around the site of the needle puncture ensues. 

3. This allergic cutaneous reaction is most probably due to an 
acquired cellular hypersensitiveness of the sufferer to the extracellular 
products of the organism of Coccidioides, and the local manifestation 
is analogous to the tuberculin and luetin reactions. 

4. It is realized that the material on which this report is based is 
rather limited in scope, but in view of the uniformly positive results 
obtained by means of this allergic cutaneous test, it seems justifiable 
to suggest the advisability of employing the test in all obscure cases 
in which the existence of coccidioidal infection may be suspected. 

5. It is my belief that the result of the employment of this test 
on a wide scale will bring to light many cases of coccidioidal granuloma 
which would otherwise remain unrecognized and be diagnosed only at 
autopsy. 
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Note.—Since this article was submitted for publication I have dis- 
covered that Davis * was successful in eliciting a cutaneous reaction in 


a patient suffering from coccidioidal granuloma by means of an antigen 


consisting of a killed suspension of Coccidioides immitis. 


1016 South Alvarado Street. 


4. Davis, D. J.: Coccidioidal Granuloma: with Certain Serologic and Experi- 
mental Observations, Arch. Dermat. & Syph. 9:577 (May) 1924. 








A FUNGISTATIC STRAIN OF BACILLUS SUBTILIS 
ISOLATED FROM NORMAL TOES * 


STANLEY O. CHAMBERS, M.D. 
AND 
FRED D. WEIDMAN, M.D. 
PHILADELPHIA 


One of us' has already briefly commented on the possibility of 
utilizing vital agents like yeasts and other micro-organisms as therapeutic 
agents against fungus diseases, particularly because they might insure 
against recurrence. Thus far only one species had been tested, “Johnson's 
Yeast,”’ and while it inhibited fungus growth in vitro, it failed clinically. 
It is common knowledge, of course, that many saprophytic fungi which 
contaminate plantings inhibit or at least overgrow many of the ringworm 
species in the test tube. This phenomenon is so frequent and so striking 
as to lead to the perhaps fanciful hypothesis that there might be 
micro-organisms living on normal skins which were acting as omni- 
present biologic protectors against ringworm and other infections. 


The present communication represents a further examination into 
the situation, this time so arranged as also to include the bacteria. 
On actual test, an organism was found on four normal skins which 
at least had inhibitory effects in the test tube. 


MATERIAL AND TECHNIC 


Source of Material and Technic—As ringworm of the toes was the problem 
particularly in view, those skins were considered as normal which appeared normal 
grossly and from which scrapings, when planted on a series of dextrose agar 
tubes, failed to develop fungi of any description; that is, the plantings were 
negative for fungi. Scrapings obtained from such skins under aseptic precautions 
were divided into minute particles and were planted as described later. The inter- 
digital webs and inner surfaces of the toes of four normal subjects represented 
the source of the material. 

Technic—Blood agar was employed throughout the experiment in an attempt 
to include micro-organisms which probably would not develop on the ordinary 
mediums, growth which would not develop, for instance, on Sabouraud’s medium, 
out which might still have inhibitory properties on the skin. 


*From the Laboratory of Dermatological Research and the Department of 
Dermatology and Syphilology, University of Pennsylvania. 

* Submitted by Dr. Chambers in partial fulfilment of the requirement for the 
degree of Doctor of Science in Medicine, Department of Dermatology-Syphilology, 
University of Pennsylvania. 

1. Weidman, F. D.: Laboratory Aspects of Dermatophytosis, Arch. Dermat. 
& Syph. 15:415 (April) 1927. 
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Fifty plantings were made from each skin on blood agar plates and were kept 
it room temperature. As soon as individual colonies appeared, they were purified, 
if necessary, by subculture. It was not our desire at this time to identify the 
particular organism that we were dealing with, for we were interested only in that 
organism which had inhibiting qualities; hence it was that a total of 400 pure 
colonies were finally isolated. These colonies were then tested as to their value 
in inhibiting the growth of Trichophyton interdigitale and other ringworm species. 

To this end, a stock culture of Trichophyton interdigitale was used as our 
frst test fungus, and mixtures of it and the unknown micro-organism were 
cultivated as follows: 

Small pieces of the Trichophyton interdigitale cultures were separated by teasing, 
all being approximately equal in size. These small pieces were thoroughly mixed 
with the bacteria (colony 1, for example) in a sterile petri dish. One of the 
small pieces of fungus, thus smeared with bacteria, was then planted on a blood 
agar slant, allowing two plantings to each tube. Two tubes or four plantings in 
all were made for each mixture of micro-organism and fungus. Controls of the 
fungus were run in duplicate and on both blood agar and dextrose agar; each bac- 
terial colony was likewise subcultivated as a control. The tubes were kept upright 
in racks at room temperature. 

RESULTS 

After four or five days, the control fungus cultures appeared; 
90 per cent were pure and developed normally. Hence, it was at this 
early stage of the experiment that the first manifestation of inhibitory 
qualities of certain of the micro-organisms was noted. Such fungus 
cultures failed to show any evidence of growth, although there was 
a luxuriant growth of the bacterium. It was also noted at this time 
that all of the strains of bacteria showing inhibiting qualities had 
the same appearance; the colonies grew rapidly; they were hemolytic 
and dull green. There were fifty such inhibiting strains, each showing 
the same features consistently. In the remaining tubes, the fungus 
had developed characteristically, even in the presence of continued 
development of the bacterium with which they were mixed. 

Determinative studies showed all of the restraining colonies to be 
the same organism, Bacillus subtilis. This was encouraging, because 
the benign nature of the organism simplified clinical experimentation, 
although the effects produced by symbiosis with other known pathogens 
has been kept clearly in mind. 

At this point, results will be recorded of tests on patients which 
were actually made at the very last of the experiment when it was 
found that Bacillus subtilis had this restraining value, but which are 
appropriate to record here because they indicate the extent to which 


this organism occurs between the toes. The data have a bearing on 
the hypothesis that will be developed later to the effect that Bacillus 
subtilis is largely present in normal skins, and that it is a beneficent 


protector against fungus infection. Thus, fifty apparently normal toes 
were cultured for Bacillus subtilis (all subjects were students), together 
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with the toes of fifty persons who showed more or less disturbance 
between the toes, which may or may not have been of ringworm nature. 
The latter group was composed of all sorts of patients—students, 
patients from dispensaries and patients in private cases. Blood agar 
was employed, together with Sabouraud’s dextrose medium, as controls 
to pick up any fungus present. Results bore out to a large extent 
the hypothesis just formulated. Thus, of fifty normal skins tested, 
Bacillus subtilis was present in thirty-five and absent in fifteen. In 
the group of fifty abnormal skins, the outstanding finding, which speaks 
strongly for our hypothesis, was that Bacillus subtilis was absent in 
all twenty-three instances in which the fungi were cultivated. 

After this we came on more uncertain ground based on the known 
discrepancies that exist between the microscopic presence of fungus 
in scrapings and the existence of provable ringworm disease as con 
sidered clinically. It would be confusing to go into the intricacies 
involved by the well known failures to grow fungi, even in the presence 
of positive microscopic observations. This question has been discussed 
in full by one of us* in another place. 

It will be sufficient to state that perfect results were not obtained ; 
on the other hand, they did not refute the hypothesis. Among other 
results, it was found that Bacillus subtilis was also absent in eleven 
cases in which mycelium could be found in scrapings, although not 
cultivable. Adding these to the twenty-three cases already mentioned, 
we have thirty-four of the fifty cases in which Bacillus subtilis was 
not present and which were either undoubtedly or probably fungus 
infections. More complete data cannot be supplied, owing to a labora 
tory accident which prevented the arrangement of tests in a more 
systematic way. 

An extended check was next made; Bacillus subtilis and Trichoph) 
ton interdigitale were used in mixed culture. The series comprise: 
ten sets of cultures. Each set consisted of two tubes containing two 
mixed cultures each, blood agar and dextrose agar controls for the 
fungus and a single micro-organism control. These were observed 
for a period of three months. ‘The original series was also kept for 
observation. Growth of the fungus did not occur within thirty days 
in any case, although the fungus controls showed evidence oi 
Trichophyton interdigitale after the fifth day. In an isolated instance, 
after the thirtieth day a small pinhead-sized growth of the fungus 
increased slightly in size up to the second month, never reaching one 
one-hundredth of the size of the control cultures. This growth finally 
stopped and failed to develop further. Observations were terminated 
at the end of the third month, because the substrate completely dried 
out; that is, Pacillus subtilis entirely inhibited Trichophyton inter 
digitale in thirty-four of forty tests and restrained it in the remainder 
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The next step was to test this newly found inhibitory quality of 
Bacillus subtilis against other fungi. The following species were 
employed: Trichophyton purpureum seu, Epidermophyton rubrum, 
l. gypseum, T. asteroides, T. pedis, T. acuminatum, T. lacticolor, Micro- 
sporon lanosum, M. audouim, T. violaceum, Sporotrichum schenki. 
Plantings were made in duplicate, controls were run and all were 
observed over a period of two months. All ten species were completely 
inhibited and have remained so up to the drying point of the substrate. 

It is well known that the virulence of stock cultures of some fungi 
is modified after repeated subculture ; attention was accordingly turned 
to material in the skin of infected persons. The following tests were 
made with fresh flakes of material from an active dermatomycosis 
of the feet, which had been supplying an abundance of fungus material 
for several years. Mixtures were then made with Bacillus subtilis 
after the original method, and complete inhibition was demonstrated. 
rhe control tubes were all positive. It appears certain from these 
tests, then, that at least in the test tube, Bacillus subtilis is a consistent 
or perhaps an invariable inhibitor to the growth of numerous fungus 
species, both in old cultures and in fresh tissue. 

The clinical trial followed and, although the observations are incom- 
plete and poorly controlled to date, there is still an accumulation of 
favorable clinical data which are significant and encouraging, and which 


justify recording and further trial. 


CLINICAL TESTS 


\ series of twenty patients suffering from moderate to severe dermatomycosis 
of the feet, in which fungus had been demonstrated by the alkali technic, was 
treated by this biologic method. The therapeutic material was obtained by grow- 

Bacillus subtilis on large blood-agar plates, the growth being removed and 
applied directly to the affected skin. Other treatment was not given the patient. 
Twenty-five per cent improvement followed after the first week of treatment, and 
0) per cent after the second week. Further observations are incomplete at this 
time and will be reported at a later date, but the mere fact that 50 per cent 
improvement can result from this mode of treatment is incentive enough to war 


nt further investigation into this biologic method 


SUMMARY 


\s the result of an attempt to discover a micro-organism having 


inhibitory properties against fungi, Bacillus subtilis was found on all 


~ 


four normal skins tested. 

Eleven species of fungi, the entire number tested, were completely 
inhibited in vitro by Bacillus subtilis. Trichophyton interdigitale, the 
species which most commonly causes ringworm of the toes in Phila- 


delphia was included in the number. 
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Bacillus subtilis was also able to inhibit Trichophyton interdigita 
in freshly removed flakes of infected skin. 

The hypothesis that Bacillus subtilis existed as a biologic protector 
on apparently normal skins and was absent on fungus infected skins 
was not completely substantiated. The results recorded, however, dic 
not refute the hypothesis. 

Actual clinical trial on toes affected by ringworm was followed 


by up to 50 per cent improvement. 


The principle underlying this experiment, i. e., the action of asso 


ciated antagonistic micro-organisms met with sufficient success to 
encourage its application to other dermatoses in which the causative 


micro-organism is known and is cultivable. 





AUTOHEMOTHERAPY IN THE TREATMENT 
OF HERPES ZOSTER 


BARKER BEESON, M.D. 


CHICAGO 


With the exception of the use of a paraffin mixture by Howard 
lox ' and the employment of the roentgen ray,” no advance in the treat- 
ment for herpes zoster has been made until recently. Five years ago, 
Spillmann and Raspiller * first employed autohemotherapy for the treat- 
ment of patients with herpes zoster. ‘Their results, together with those 

Parisot and Simonin,* Drouet and Vernier ® and Etienne, were 
reported at the Nancy reunion of dermatologists. Wiauntzer ® also col- 
lected reports of a number of cases at Nantes in which the treatment was 
similar. Barrio de Medina’ reported a case from Madrid. All of 
these patients responded favorably to this new method of treatment. 

Autohemotherapy, first used in dermatologic conditions by Ravaut,* 
closely followed by Spiethoff,® consists in the withdrawal of blood as 
for a Wassermann reaction and its injection into the patient’s gluteal 
muscles, preferably the upper and outer quadrant. The amount of blood 
varies from 5 to 20 cc., the usual dose being 10 cc. For children, one- 


half that amount is the rule. This procedure appears to be free from 


any serious after-effect, except for slight pain at the site of injection 


or a mild febrile reaction in a small percentage of cases. Autohemo- 
therapy may be used every two, three or four days. The number of 
treatments in zoster varies from two to a half dozen usually. 


1. Fox, Howard: The Relief of Pain in Herpes Zoster by Paraffin, J. 
M. A. 79:1979 (Dec. 9) 1922. 

2, Schamberg, quoted by MacKee: X-Rays and Radium in the Treatment of 
liseases of the Skin, Philadelphia, Lea & Febiger, 1921, p. 552 

3. Spillmann and Raspiller: L’autohémothérapie dans le zona, Réun. dermat. 

Nancy, Séance du 12 Mai, 1923, Bull. Soc. frang. de dermat. et syph. 30:24, 1923. 

4. Parisot and Simonin: Deux cas de zona traités par l’autohémothérapie, 
keun. dermat. de Nancy, Séance du 12 Mai, 1923, Bull. Soc. franc. de dermat. et 
ph. 30:26, 1923. 

5. Drouet and Vernier: Zona ophtalmique traité par l’autohémothérapie, 
-cun. dermat. de Nancy, Séance du 12 Mai, 1923, Bull. Soc. franc. de dermat. et 
ph. 30:27, 1923. 

6. Wintzer, Gabriel: Le traitement du zona par l’autohémothérapie, These de 
‘aris, 1926. 

7. Barrio de Medina, Autohimotherapie in der Dermatologie, Zentralbl. F. 
ut u. Geschlechtskrankh. 22:199, 1927 

8. Ravaut: Essais sur l’autohémothérapie dans quelques dermatoses, Ann. de 
rmat. et syph. 4:292, 1913. 

9. Spiethoff: Zur Behandlung mit Ejigenserum und Ejigenblut, Med. Klin 

9:949, 1913. 
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CLINICAL REPORTS 

Spillmann and Raspiller reported seven cases of herpes zoster, in 
all of which the patients were successfully treated by autohemotherapy. 
The first injection of autogenous blood was followed in six cases by an 
almost complete cessation of the pain and a rapid attenuation of the 
eruption, the vesicles drying up from within twenty-four to forty-eight 
hours. The results were striking in two patients, aged 70 and 71 years, 
respectively, who had especially painful cases of herpes zoster. These 
clinicians did not note postzosterian neuralgia in any of the cases. 

Drouet and Vernier first used autohemotherapy in persons with 
ophthalmic zoster, and they reported excellent results. The patient was 
given five injections of autogenous blood, at intervals of two days. The 
doses were 5, 10, 15 and 20 cc., the latter being given twice. Photo 
phobia disappeared soon after the initial injection. The day after the 
third injection, the cornea had largely healed. Six days later, it had 
regained its transparency. .\tropine and yellow mercuric oxide had 
already failed in this case. 

In his thesis, Wintzer reported eighteen cases of herpes zoster, all 
the patients responding favorably to autohemotherapy. Two of the 
cases were ophthalmic. In two cases of neuralgia following zoster, 
this form of treatment was unsuccessful, even though seventeen injec 


tions were given to one patient. 


PERSONAL RESULTS 

[ have treated seven patients who had herpes zoster solely with 
autohemotherapy. The results confirm those just mentioned, being 
excellent. The usual dose was 10 cc. of autogenous blood given every 
three or four days, as a rule. None of my cases showed postzosterian 
neuralgia. Six of the patients were male. The ages and distribution 
of the lesions on the skin were as follows: In the first patient, aged 66, 
the left supra-orbital region and scalp were involved; in the second, 
aged 24, the right supra-orbital region; in the third, aged 65, the leit 
shoulder and the back of the neck; in the fourth, aged 26, the left supra 
orbital region; in the fifth, aged 65, the right intercostal region; in the 
sixth, aged 28, the left intercostal region; in the seventh, a woman, 
aged 43, the right shoulder and neck. <A single injection of 10 cc. of 
autogenous blood entirely relieved the pain of the first and second 


patients, and aided in quickly healing the lesions on the skin. The fifth 


and sixth patients received three injections each within ten days, at 
which time they were about free from the lesions. In all, these seven 
patients received sixteen injections of autogenous blood. 


Case 3.—This patient had zoster of four days’ duration, with severe burning 
pain and a small painful gland the size of a nut in the left axilla. Six cubic 
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entimeters of autogenous blood was given. Three days later, there was no pain, 
ind the eruption was drying up. The gland returned to normal in a week. Ten 
days after the first treatment, the patient had almost recovered from the zoster, 
having received three injections of autogenous blood. The subsequent dose in this 
case was 10 cc. each time. 

Case 4.—This patient had herpes zoster of six days’ duration, with swelling 
if the left upper eyelid and enlargement of the left preauricular gland. Intense 
neuralgia-like pain was present over the whole left side of the cheek and along 
the jaw. Seven cubic centimeters of autogenous blood was given. Five days 
later the pain had disappeared, and the eyelid was almost normal. The eruption 
had also largely disappeared. The patient said that the pain had diminished within 

few hours after the injection and had disappeared entirely within forty-eight 

urs. 

Case 7.—This patient had zoster of four days’ duration. Intense pain was 
present in the neck, with an enlarged gland along the right sternomastoid muscle. 
ren cubic centimeters of autogenous blood was injected. Six days later, the 
eruption had largely dried up. Within twenty-four hours, the pain had ceased. 
rhe swollen gland had returned to normal within four days. This patient was 


given two more injections, 10 cc. each, a week apart. 


THEORIES REGARDING THE ACTION OF AUTOHEMOTHERAPY 
Wintzer stated that the various theories concerning autohemotherapy 
are based on sensibilization and desensibilization. Some believe that it 
is a form of protein therapy. Raspiller compared its action to that of 
peptone. Moutier and Rachet '® concluded that autohemotherapy often 


produces a hemoclastic reaction, and they were able to show this in 


eleven of fifteen patients so treated. This was followed within an hour 
by a hyperleukocytosis. Paillard '' expressed the belief that the blood 
which is drawn from a vein and injected into the cellular or muscular 
tissue is slowly absorbed by the lymphatics. He suggested that this 
passage through the lymphatics may produce favorable defense reactions. 
Louste, Thibaut and Barbier '* believed with Spillmann that autohemo- 
therapy may be classed with the methods of nonspecific desensibilization. 
\Vintzer expressed the belief that the leukocytosis induced by auto- 
hemotherapy plays an important role, but that the mechanism of the 


procedure is not as yet thoroughly understood. 


CONCLUSIONS 
\utohemotherapy is a simple method of treatment that apparently 
is devoid of serious consequences. 
10. Moutier, F., and Rachet, J.: Syndrome hémoclasique et autohémothérapie, 
mpt. rend. Soc. de biol. 88:21 (Jan. 13) 1923 
11. Paillard, H.: Travaux récents sur l'autohémothérapie, J. med. france. 
2437, 1923 
12. Louste, Thibaut and Barbier: L’autohémothérapie dans les dermatoses, 
|. med. franc. 12:415, 1923. 
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Its action in herpes zoster is most satisfactory, especially as regards 


The eruption and glandular enlargement also show a definit: 


the pain. 
but somewhat slower response. 
The best results are obtained in patients seen early in the course of 
When the patients are seen late, postzosterian neuralgia 
Early treatment seems to prevent this unpleasant 


the disease. 
may follow. 
complication. 
The exact mechanism of this method of treatment does not appear 
to be fully understood. 
Autohemotherapy deserves wider use in the treatment of persons 
with herpes zoster. 


55 East Washington Street. 





Editorial 


DERMATOLOGY IN THE UNITED STATES AS SEEN BY 
PROFESSOR BRUNO BLOCH 
In this issue is printed a letter on dermatology from Professor 
Bruno Bloch, which was written on request. He makes some interesting 
comments on American dermatology, all of them kindly. He also calls 
attention to a few things which he thinks dermatologists are not doing as 
well as they should and notes their failure to avail themselves as freely as 


they should of animal experimentation and histologic examinations. The 


lack of a sufficient number of hospital beds and sufficient support of 
dermatology in the medical schools of the country, particularly in the 
great medical schools in which it should be expected, astonished him. 
There can be no question of the justness of these criticisms. All of his 
comments on American dermatology, indeed, are farsighted and wise. 
The attention of the authorities of the new great medical schools which 
are proposing to subordinate dermatology to the department of general 
medicine and which overlook the importance of clinical dermatology is 
called to his comments on this score. 


The number of beds apportioned to patients with diseases of the skin is too 
small; the size and equipment of laboratories and of animal stalls, the hospital 
staff as well as the budget, are correspondingly insufficient. . . . Surely it is 
an anachronism that large, new universities. . . can allow only twenty beds and 
a few laboratories . . . whereas in Europe these departments have from 100 
to 200 beds and the corresponding apparatus at their disposal. . . . In some 
places there even seems to be the tendency to make dermatology a part of general 
medicine; this would be reverting to conditions which are believed to have been 
definitely changed about fifty vears ago. 

One gets the impression that in some authoritative and official positions the 
historical development of dermatology, its significance and the important place it 
occupies in practice, teaching and research, are not recognized 


The latter half of his letter indeed is a challenge to the policy being 
pursued in dermatology in most of the universities, as well as a challenge 
to dermatologists to live up to the importance and responsibilities of their 
specialty. It is a stimulating communication from one of the world’s 


greatest teachers and an investigator of the first rank. 








Correspondence 


AMERICAN DERMATOLOGY 


Dear Doctor Pusey: 

At the close of the Washington Congress you were kind enough 
to ask me to communicate to you the impression I received of American 
dermatology during my six weeks’ trip in the United States. 

[ shall do so gladly, for in so doing I can perhaps in some small 
measure be relieved of the obligation under which the great amiability 
and the obliging aid of my colleagues have placed me. 

Perhaps the thing which at first most surprises the foreigner is this 
amiability, the endeavor to open all doors to the friend and colleague 
from overseas, and to make accessible to him everything of beauty or 
of interest. In Europe, such wholehearted hospitality is, at best, known 
to us only through ancient legends. It is due to this hospitality that 
in a relatively short time one can see more—and that more thoroughly 
than would be possible in any other country. 

If one has the opportunity, as I had, to participate in numerous 
meetings of dermatologic societies, and to observe cases in hospitals 
and polyclinics, two things first strike one’s attention in America, 
namely, the wealth of material and how it differs from that which is 
seen in Europe. It is surprising how many rare and uncommon derma- 
toses can be seen. This is probably due to the concentration of great 
masses of human beings in the tremendous industrial centers. Besides, 
| noted that to a certain extent the material differs in character from the 
European. Just as the European emigrant after one or two generations 
changes and under the influence of intermarriage and environment 
becomes American in type, so the character of certain dermatoses under- 
goes a transformation. Old forms disappear, and new ones appear. 
Certain things are easily explained; for instance, the rareness of tuber- 
culosis of the skin (the number of cases, however, on the whole perhaps 
being greater than is generally supposed), scabies, favus and other 
diseases which spring from the soil of poor social conditions and 
lack of hygiene. On the other hand, the conspicuously large number 
of urticarias, eczemas and neurodermatitis and toxicodermas is com- 
prehensible if one takes the hygienic peculiarities of America into 
consideration: the enormous industrialization, and in connection with 
this, the added exogenous injuries, the widespread adoption of cosmetics 
and patent medicines and the great demands made on the nervous sys- 


tem in the daily struggle for life. The frequent occurrence of epider- 
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mophytosis is probably attributable to the frequenting of baths and 
swimming pools, whereas blastomycosis—and perhaps other specific 
fungus diseases—may be due to the presence of a particular fungus 
flora occurring in certain regions. 

What appears strange to me, however, is the fact that certain 
dermatoses of an endogenic nature show a_ different picture. 
| noticed, for instance, that there are many more dermatoses 
helonging in the leukemic, pseudoleukemic and mycosis fungoides 
eroup, and that their clinical and histologic character is much less 
sharply defined. For this reason, one could here attempt to form a 
synthetic grouping of these diseases (of course, on purely morphologic 
signs) in contradistinction to the European tendency to divide them. 
Furthermore, there is a conspicuously large number of cases of 
generalized, progressive and chronic inflammatory erythrodermas, with 
the tendency to a secondary development of atrophies, telangiectasias, 
pigment alterations with not rarely a bad prognosis. I would not know 
just where to place this group in a system of European dermatology. 
[ believe that here is a field for research. 

These are only a few of the particular traits of dermatology which 
| should like to point out. I scarcely need to say that the great majority 
of cases of dermatoses, such as pemphigus, psoriasis, lichen and others 
scarcely differ from cases observed in Europe. 

Diseases of the skin, and patients suffering from them, are, ot 
course, the necessary material. Decisive is what the dermatologist does 
with this material—from the practical point of view as a physician and 
from the theoretical one as a scientist. ©n this depends the position 
of the individual dermatologist, as well as the esteem in which der 
matology as a science 1s held. 

When I think over all that I saw during my stay in different der 
matologic clinics and hospitals, as well as in meetings of dermatologic 
societies, I can speak only with the greatest respect of the work and 
zeal of my American colleagues and friends. The endeavor to make 
thorough examinations, to employ the best and newest methods in 
diagnosis and therapy, to place their material at the service of scientific 
research, is visible everywhere. The fruits of this endeavor are to be 
seen at congresses and in the publications of the ARCHIVES OF 
DERMATOLOGY AND SYPHILOLOGY. Of even greater value to me in this 
respect were the exhaustive personal discussions with different 
representatives of this branch of medicine, and the exchange of opinions 
and theories concerning cases and general problems. Nothing, I believe, 
can better illustrate the diversity of interests and the quality of the 
work being done than a list of the lectures held at the meeting of the 
\merican Dermatological Association in Washington. This meeting 
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was the culmination of my trip. I avoid going into detail or mentioning 
names, although I am tempted to discuss more thoroughly subjects 
which particularly interest me, such as the chemical composition and 
the pathogenesis of xanthoma, the results of the Macht method in 
pemphigus, the puzzling pinta, the connection between the anatomic 
structure of syphilitic lymph glands and allergy, the extent to which 
the fungus growth depends on the composition of the culture medium 
and other questions. I can only say that I left the congress richer 
in knowledge and understanding, and that is surely the best judgment 
that can be passed concerning such an occasion. 

Of course, the standard of the various clinics is not everywhere 
the same. This standard depends on the equipment and on the material, 
which vary from clinic to clinic, and above all, on the personality of 
the chief. I admire the manner in which the work and the clinical 
service are organized. On the other hand, I have the impression that 
experimentation as such (on animals and human beings) has not in 
all places received the attention which it deserves in modern der- 
matologic research and diagnosis. I sometimes noted that histologic 
examinations were looked on rather as something exceptional, whereas, 
in reality, they—just as well as the Wassermann and _ tuberculin 





reactions—are the dermatologist’s daily indispensable accouterment. 

I now come to a further important but also somewhat delicate 
question. It concerns the place which dermatology occupies in American 
medicine. If I compare the work, zeal and achievements of American 
dermatologists of the past and present generation with the official and 
material position which dermatology holds in your country, I see that 
there is a strange disproportion. In some places, the reputation der- 
matology enjoys does not correspond with its practical and theoretical 
importance; without doubt, it does not occupy the important place 
that it has gained in most European countries. 

I know that some laudable exceptions exist—model clinics and 
institutions of research of high standard; however, these are personal 
creations due to the merit of particularly purposeful, strongminded men. 
But in general, I believe the estimate which I formed through personal 
observation, as well as through conversations with dermatologists and 
representatives of other branches of medicine and biology, to be correct ; 
unfortunately, this is particularly true in several of the best, newest 
and largest universities. 

The number of beds apportioned to patients with diseases of the 
skin is too small; the size and equipment of laboratories and of animal 
stalls, the hospital staff, as well as the budget, are correspondingly 
insufficient. For scientific work, study and teaching, ambulatory 


material alone is not any more satisfactory in dermatology than it is 
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general medicine or surgery. Surely it is an anachronism that large, 


IM 2 


new universities, which rightly pride themselves on being exemplary 


institutions of teaching and research, can allow—and that with difficulty 

only twenty beds and few laboratories for the departments of derma- 
tology and syphilology, whereas in Europe these departments have from 
100 to 200 beds and the corresponding apparatus at their disposal. 

The same holds true in the teaching of dermatology. This can be 
of value only if the courses are obligatory and sufiiciently long (J 
should suggest as the minimum one hour three or four times weekly 
during one year), and if a practical examination on actual cases is 
required. The main object in teaching dermatology in medical schools 
is not to educate and train specialists, but to enable the general prac- 
titioner to diagnose and treat the more important and common skin and 
venereal diseases correctly. Only if this is the case will he be able to 
recognize the limitations of his knowledge and ability. In some places, 
there even seems to be the tendency to make dermatology a part of 
general medicine; this would be reverting to conditions which are 
believed to have been definitely changed about fifty years ago. 

One gets the impression that in some authoritative and official posi- 
tions the historical development of dermatology, its significance and 
the important place it occupies in practice, teaching and research are not 
recognized. We dermatologists must therefore learn to be on our guard, 
to fight for our interests if necessary, to discover what causes may be 
at the bottom of this false tendency, and, if possible, to get rid of them. 

The trend to check overspecialization in medicine, particularly in the 
interests of teaching, is surely one cause of this development. This 
tendency exists also in European universities, and is, in itself, justifiable 
and good. But to try to force dermatology into the background as an 
inferior, unimportant appendage would be to misunderstand the natural 
development, the practical and theoretical significance and the didactic 
value of this branch.—Naturam expellas furca tamen usque recurret. 

The work of men like Hebra and Neisser, Besnier and Fournier, to 
mention only a few heroes of the past, cannot be disregarded. 

Surely for the general practitioner the study of dermatosyphilology 
is, of all the specialities, the most important and worth while. Scarcely 
any other branch offers such an opportunity to teach the student the 
value and the method of observing objectively and scientifically, and of 
comparing clinical and morphologic changes directly with histologic and 
biologic processes, and in this way to understand the complicated laws of 
pathogenesis. 

This branch if well taught, unlike some other branches of medicine 
which must be learned during the course of study only to be later dis- 
carded and forgotten hecause of the too complicated methods they 
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demand, does not offer knowledge which is useless to the physician 
It rather puts him in a position independently and rightly to recogniz« 
and treat the most common—and therefore for him the most important 
—diseases of the skin, such as eczema, urticaria, zoonoses, mycoses, 
cancer, tuberculosis and syphilis. This is not only a source of great 
satisfaction in the physician’s so often thankless work, but also an 
endless blessing for the general good. Only consider how frequently- 
thanks to his particular knowledge—the dermatologist, and he alone, 
is able to recognize in the most minute changes of the skin or mucous 
membrane the signs of incipient tuberculosis, syphilis, a malignant 
growth or an endocrine disturbance, whereas, the general practitioner 
often recognizes the nature of the condition only when it is in a more 
advanced stage, and therefore incurable. 

But only if dermatologists are sure of their aims and of the tasks they 
have set themselves, of their methods and the possibilities that these hold, 
and then act accordingly, will dermatology occupy the place it should. 

Furthermore, one must realize that dermatology is justified in exist 
ing as a separate, respected branch only if it keeps pace with the rest 
of modern medicine; that is, dermatologists must endeavor to work 
biologically and experimentally, to think in a dynamic and causal, rather 
than in a static and morphologic, way ; above all, they must, at all times 
and in every situation, be conscious of the close relationship of derma 
tology to general medicine, pathology and _ biology. 

Diseases of the skin, every pathologic change of the skin whether it 
is the lesion of a tuberculid, the wheal of an urticaria, an eczematous 
patch, a pigment alteration or a lime deposit, not simply changes in the 
macroscopic or microscopic picture, for which morphologic description 
suffices, but always the result of a biologic change in the skin alone, 
(more frequently ) in the skin and in other organs or in the entire organ- 
ism. Nothing shows this more conclusively than the modern doctrine 
of allergy. If dermatologists do not understand this fundamental type 
of reaction, then the nature and the course of the majority of infectious 
illnesses, as well as of many important noninfectious dermatoses 
eczema, urticaria, toxicoderma and others—will always remain a sealed 
book. The conditions regarding endocrine changes of the skin are similar 
Furthermore, one must not forget that the greatest progress in radio 
biology and therapy, as well as in the field of malignant tumors, has 
been made as a result of studying the processes in the skin. 

When I consider the achievements and the progress for which gen 
eral medicine is indebted to the dermatologists of all countries, and when 
I think of the possibilities of future dermatologic research, then all 
fears vanish that dermatology can ever be forced from the place it has 
gained through decades of hard work. The main factor is that dermatol 
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ogists themselves realize the practical and theoretical significance of 
dermatology, that they recognize and scientifically study the wonderful 
problems it offers in such abundance, and, above all, that they continue 
in the biologic experimental direction characteristic of modern derma- 


tology. Then neither scientific success nor official recognition will fail 


ro come to dermatology. 
Bruno Briocu, M.D. 
Protessor of Dermatology and Syphilology, 


University of Zurich, Switzerland. 





Obituary 


WALTER BOOTH ADAMS, M.D. 


1864-1928 


Walter Booth Adams died of cerebral hemorrhage on July 9, 1928, 
at the age of 64, at Brumana, Syria. He held the title of Professor 
Emeritus of Pharmacology, Therapeutics and Dermatology at the 
American University of Beirut, Syria, and was chief of a large clinic in 
skin and venereal diseases. For thirty-four years he was well beloved 
as a teacher of medical students in Syria. He developed an active center 
of dermatology in one of its frontier posts. Dr. Adams was born on 
Feb. 1, 1864, in Constantia, N. Y. He graduated in the class of 1890 
from the New York University and Bellevue Hospital and Medical 
College. 





Abstracts from Current Literature 


SECOND INFECTION IN SYPHILIS: ITs RELATION TO THE TIME OF TREATMENT 
OF THE First INFECTION. CHARLES R. L. HALLEY and HARRY WASSER- 
MAN, Arch. Int. Med. 41:843 (June) 1928. 


A statistical and analytic study is made of all cases of reinfection reported 
since the discovery of the causative agent. Only 237 of the 676 cases reported 
are deemed acceptable by the authors. Of these, 97.8 per cent of the patients had 
received treatment during the primary or secondary stage. Second infections 
occurred in four patients who had had syphilis in a latent form, and in one 
patient who presented undoubted evidence of congenital syphilis. There was 
not a single instance of a second infection in a patient who had previously had 
syphilis of either the central nervous system, or of the heart and aorta. 

The study indicates a close parallelism in man and in rabbits between the 
relation of the time of treatment of the first infection and the incidence of 
reinfections. The relative frequency of second infections in patients who had been 
treated early for the first occurrence as compared with the infrequency of second 
infections in patients who had not been treated early for the first attacks, indi- 
cates that the time of treatment for the first infection has an important bearing 
on the patients’ acquired resistance to a second attack. The authors point out 
that the relative infrequency of second infections, in patients whose treatment 
had been begun late in the course of the disease, is not in disharmony with the 
conception that acquired immunity to syphilis may persist in the absence of 
syphilitic infection. 


POIKILODERMIE —CivatTE. FE. G. Grauam Littve, Brit. J. Dermat. 40:231 
(June) 1928. 


The detailed reports of nine cases of this condition in which the patients have 
come under the personal observation of the author since the two original cases 
reported by him in 1920 accompany the article. A short abstract of the three 
cases reported by Civatte in 1923 is also presented. The characteristics of 
Civatte’s cases are discussed, in addition to reference to other cases reported by 
Civatte in 1906 as poikilodermia vascularis atrophicans but classed by him later 
as a morbid type distinct from that of Jacobi. The condition presents the picture 
of a pigmentary disorder, in which mottling is the characteristic feature, potentially 
rapid in extension, accentuated on, if not restricted to, the face, and compatible 
with exceptional health, but apparently persisting indefinitely in the same positions. 


\ CONTRIBUTION TO THE HISTOLOGY OF THE CYLINDROMATOUS TUMORS OF 
rHE Scacp. J. H. Twiston Davies, Brit. J. Dermat. 40:241 (June) 1928. 


A case of a new growth of the skin, imitating the structure of a sweat gland 
is described. The lesion occurred in the scalp of a girl, aged 18, and clinically 
resembled a granuloma pyogenicum. <A detailed description of the histologic 
picture is presented with two photomicrographs. Reference is made to three cases 
described by Coenen in 1915, which the author discusses rather fully. Davies thinks 
that his case falls into the clinical category of hydro-adenoma cylindromatosum, 
as described by Coenen, in spite of the relative absence of cylindromatous formation 


in his case. 
StuDIES OF CALCIUM METABOLISM IN CERTAIN DISEASES OF THE SKIN. N. 
3uRGESS, Brit. J. Dermat. 40:279 (June) 1928. 


Burgess carried out his work in an attempt to discover whether any abnormality 
ot calcium metabolism, as shown by estimation of serum calcium, exists in those 
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diseases of the skin in which the vegetative nervous system and the endocrin 
glands are believed to be primarily at fault. The method of estimating serum 
calcium described by Laidlaw and Payne was used and the technic is outlined in 
the article. Numerous references in the literature are cited bearing on calcium 
metabolism in dermatology. Reference is made to the work of Vines and Grove, 
and the author states that the discovery of a normal figure for the total serum 
calcium in association with a diminished amount of precipitable calcium in many 
cases, and a diminution in both total and precipitable calcium in a few cases of 
certain diseases of the skin, confirms the work of these men. A marked diminution 
in precipitable calcium was noted in the vast majority of cases of urticaria, espe 
cially those with marked dermatographism, prurigo of the Besnier type, total 
alopecia areata, light sensitization of the adult type and eczema. Cases of acro 
asphyxia and erythema pernio can be divided into two groups-those with a greatly 
diminished precipitable calcium, and those in which the serum calcium is normal 
Treatment with calcium and parathyroid was attended with considerable improve 
ment in those cases of urticaria, prurigo, eczema, and acro-asphyxia and chilblains 
associated with a low serum calcium. Diminished precipitable serum calcium was 
noted in only one case of psoriasis. A lowered serum calcium was noted in two 
of five cases of seborrheic dermatitis, these cases being accompanied by much 
secondary infection. One case of erythema multiforme showed a slight diminution 
in serum calcium, while normal figures were noted in respective cases of Darier’s 
disease and acrodermatitis continua. Of the cases investigated, those in which 
the endocrine glands and sympathetic nervous system are believed to be primarily 
at fault showed a diminution in the precipitable calcium in the serum, while in most 
cases the total calcium was normal. It is believed that the dysfunction of the 
endocrine glands leads to an alteration in the chemical or physical state of the 
calcium in the serum, so that there is a diminution in the amount of calcium which 
can be used by the tissues. This is believed to cause an increased irritability of 
the sympathetic nervous system which leads to the formation of skin lesions. 


NOTE ON THE FAMILY History IN A CASE OF EPIDERMOLYSIS BULLOSA 
HERIDITARIA. F. PARKES WEBER, Brit. J. Dermat. 40:295 (July) 1923. 
Weber examined a father and son who were both affected with active epider 

molysis bullosa, and on tracing the family history was able to note the presence 

of this condition in ten of nineteen members of the family in four generations. The 

Wassermann reaction of the blood of the father was negative. 


WHEN, Chicago. 


ERYTHEMA PERSTANS. SEZARY, GALLERAND and R. Worms, Bull. Soc. franc. de 
dermat. et syph. 35:365 (May) 1928. 


An erythematous patch in the interscapular region had been present for on 
and one-half years. It was associated with a markedly positive cutaneous tuberculin 
test and Bazin’s disease. The possibility of an erythematous tuberculid was 
thus suggested. 


PIGMENTED PARAKERATOTIC PATCHES ON THE SOLES. S£EZARY, GALLERAND and 
R. Worms, Bull. Soc. frang. de dermat. et syph. 35:367 (May) 1928. 


The subject of this case report was a young girl who had small, painful, brown 
lesions on the ball of each foot. The earliest stage of the lesion was a small erythe 


matous spot; parakeratosis and pigmentation followed. Microscopic examination 
disclosed parakeratosis as the essential alteration. The pigment was not ferrugi 
nous; probably it was the result of a peculiar reduction of keratin. The authors 
do not advance an opinion concerning the cause or nosologic position of this 
disorder. 
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\ New TyrpE OF MyYCETOMA OF THE BLACK VARIETY DUE TO A HITHERTO 
UNDESCRIBED TORULA. JEANSELME, L. HUET and Lotte, Bull. Soc. franc. 
de dermat. et syph. 35:369 (May) 1928. 


The dorsum of the foot of the patient presented hemispherical, pigmented, 
fluctuating nodules, while on the calf there was a small gummous nodule. Puncture 
of one of the lesions revealed the black grains of mycetoma. Culture of this 
rganism revealed a new type for which the name Joru/a Jeanselme is proposed. 


\ CASE OF ERYTHROMELIA (PICK). Louste, Juster and MLLe. MOuUNEYRAT, 
Bull. Soc. frang. de dermat. et syph. 35:378 (May) 1928. 


An Austrian, probably syphilitic, presented some erythematous and violaceous 
patches on the dorsum of the left hand and forearm. The skin was atrophic on 
the hand, while the lesion on the forearm was bandlike, infiltrated and rugous. 
There was a nodule near the olecranon. The patient was an epileptic. The 
case was one of the localized and fixed variety of Pick’s disease. 


KAPOSI'S SARCOMA. REPORT OF CASE WITH AN ATTEMPT TO TRANSFER THE 
DIsEASE TO FowLs. JEANSELME, L. Huet, Horowitz and Dupont, Bull. 
Soc. frang. de dermat. et syph. 35:384 (May) 1928. 


The authors give a report of a thorough investigation of a case of this disorder. 
Radiographic examination of the skeleton showed minor changes in a metatarsal 
bone and in the scaphoid. Microscopic examination of two lymph glands showed 
some evidence of sarcomatosis (presence of yellow pigment). Results of the 
authors’ attempt to inoculate the disease in fowls (according to Rous’ technic) are 
still inconclusive. 


ULCERATION OF THE BiG ToEs DUE TO SyPHILITIC ARTERITIS. MILIAN and 
C. Launay, Bull. Soc. frang. de dermat. et syph. 35:397 (May) 1928. 


There were painful localized ulcers preceded by gangrene of both big toes. The 
authors have seen several cases of this type and think the condition is due to 
syphilitic endarteritis affecting the smaller vessels. Specific treatment produced 
amelioration of the pain and healing of the ulcers. 


CONGENITAL PALMAR ERYTHROKERATODERMA WITH POROKERATOSIS. GOUGEROT, 
J. Meyer and P. Turrovorx, Bull. Soc. frang. de dermat. et syph. 35:399 
(May) 1928. 


\ssociated with typical congenital palmar keratoderma were some _ isolated, 
conical, centrally depressed lesions suggesting porokeratosis. 


LOCALIZED KERATODERMA OF THE PALMS AND SO.LeEs. J. MEYER and P. 


TurrRoLorx, Bull. Soc. frang. de dermat. et syph. 35:400 (May) 1928. 


In the affected regions were a number of isolated conical nodules which were 
so painful on the feet that walking was impossible. Microscopic examination lead 
to a diagnosis of confluent warts. As radiotherapy was unsuccessful, the lesions 
were removed by the cautery and curet. 


INVOLUTION OF PsorIAsts AFTER THE APPLICATION OF RADIUM TO THE 
SPLENIC ReGIon. E. WALLON, Bull. Soc. frang. de dermat. et syph. 35:401 
(May) 1928. 


The patient, a woman, aged 71, had inveterate psoriasis. She was given a 
large dose of radium over the splenic region (108 millicuries) with pronounced, but 
temporary improvement of the eruption. Another case is briefly mentioned in which 
radium treatment for rectal cancer lead to improvement of a psoriatic eruption. 
lhe author thinks the effect is due to protein shock from absorption of liberated 
protein in the irradiated regions. 
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ANGIOMATOUS LESION OF THE NOSE’ FOLLOWING RECURRENT ERYSIPELAS 
E. WALLON, Bull. Soc. frang. de dermat. et syph. 35:406 (May) 1928. 
Following repeated attacks of erysipelas of the nose and face, these regioi 
showed thickening and telangiectasia. The author regarded the condition as lupu 
pernio. 


THE TREATMENT OF LUPUS VULGARIS: COMPARISON OF RESULTS OBTAINED B\ 
CURETAGE, CAUTERIZATION, GRAFTS AND Exciston. LousteE and THIBAUT, 
Bull. Soc. frang. de dermat. et syph. 35:409 (May) 1928. 

Two patients were treated in different areas by these means, and the experienc: 
obtained thereby led the authors to conclude that excision followed by immediat 
suture was the best method. 


AUTODERMOTHERAPY BY ELECTRO-COAGULATION IN A CASE OF GRANULOMA 
ANNULARE. P. RAvaAvt, Bull. Soc. frang. de dermat. et syph. 35:414 (May) 
1928. 

Ravaut coined the term autodermotherapy to designate any localized destruction 
of tissue by physical means for the purpose of influencing lesions at a distance from 
the destroyed tissue. He reported a single lesion of granuloma annulare which 
disappeared after a few points of its surface were superficially treated by diathermy 


Four CASES OF SPOROTRICHOSIS FOLLOWING DIAGNOSTIC INTRADERMAL TESTs. 
JEANSELME, L. Huet and Horowitz, Bull. Soc. frang. de dermat. et syph 
35:416 (May) 1928. 

The four patients had suppurating inguinal adenitis and were given a syphilitic 

(? Abs.) test. Each developed gummous or ulcerating lesions from which 


Sporotrichum beurmanni were isolated. The authors were at a loss to account for 


the contamination. 


THE THERAPEUTIC TRIAL OF OboORLESS, ORGANIC SULFIDS AND BENzyY! 
BENZOATE IN SCABIES. CLEMENT-SIMON, J. BRALEz and J. DEMoty, Bull 
Soc. franc. de dermat. et syph. 35:423 (May) 1928. 

The authors prepared a mixture of monosulphide of paracresol (10 per cent), 
benzyl benzoate (10 per cent) in oil. It is applied for two successive days. The 
results were satisfactory, the advantages over other methods being the absence oi 
disagreeable odor and of irritation. 


CHANCRE OF THE SOLE. P. E. Fiye-SaAinte-MArie, Bull. Soc. fran¢g. de dermat. 
et syph. 35:426 (May) 1928. 
The case is recorded because of the rarity of this extragenital localization 
The chancre followed the ministrations of a native barber (in Asia Minor) for 
a scorpion sting of the foot. 


CHANCRE OF THE THUMB. P. E. FLYE-SAINTE-MARIE, Bull. Soc. franc. de 
dermat. et syph. 35:427 (May) 1928. 
The contagion followed a pin prick of the finger. The patient's daughter had 
florid syphilis contracted innocently from a maid-servant. 


THE STIMULATION OF HatR GROWTH BY ULTRAVIOLET LIGHT. LousTE and 
JusTer, Bull. Soc. frang. de dermat. et syph. 35:428 (May) 1928. 


In a small series of cases, principally alopecia areata, the authors noted that the 
hair returned quicker in the irradiated areas. 
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[He ACTION OF ANTI-CHANCROID VACCINE (DMELCOS) IN A CASE OF NODULAR 
Leprosy. C. Aupry and Viev, Bull. Soc. frang. de dermat. et syph. 35:430 
(May) 1928. 

The vaccine was given every four days and produced a violent congestion of 
the lesions on the face. Chaulmoogra oil was given at the same time. This com- 
bined treatment produced unusually rapid improvement of the eruption. 


MICHAEL, Houston, Texas. 


Krrst CASE OF CREEPING DISEASE IN ITALy. G. M. GariBaLpi, Arch. ital. di 
dermat. e sifil. 3:321 (April) 1928. 
The author reports a typical case of creeping disease on the dorsum of an 
Italian woman. It is the first case reported in Italy. Treatment was instituted 


with ethyl acetate in collodion. 


DERMATO-ENDOzoA: A New Parasite. R. Cassazza, Bol. Soc. med. chir. 
Pavia, 1928 (Reprint). 

The author divides the parasitic Metazoa of the skin into two classes, dermato- 
endozoa and dermato-epizoa. Among the first he includes the Arthropoda and the 
helminths and among the latter, the Coccidia. He reports the case of a woman, 
aged 52 who suffered from a lineal dermatosis of the forehead and left cheek, in 
which he found a larva which he described under the name of “dermolecanium 
migrans.” The condition resembled the cases of creeping disease described in the 
dermatologic literature. This parasite may also produce scattered lesions which 


may be mistaken for scabies. 


INVESTIGATIONS ON THE AciIp-BaAsic RATE AND ON THE ALKALINE RESERVE OF 
THE BLoop IN SKIN DtsEAsEs. G. BERTACCINI, Gior. ital. di dermat. e sifil. 
69:3 (Feb.) 1928. 

The author has used the van Slyke method of determination of the alkaline 
reserve of the blood and the Michaelis colorimetric method of the fa in the blood 
of thirty-two patients with skin diseases. He found a slight to moderate degree of 
acidosis in twenty-two patients with eczema who were examined and in three 
patients with psoriasis. In all other cases—lupus vulgaris, pityriasis rosea, pruritus, 
varicose ulcer, syphilis and folliculitis—the results were normal. 


THALLIUM ALopEcrA. G. TRUFFI, Gior. ital. di dermat. e sifil. 69:60 (Feb.) 1928. 


According to the author, thallium alopecia is directly due to the action of the 
salt on the hair-forming apparatus. Serial histologic examinations of the scalp of 
patients treated with thallium show evident epithelial degeneration of the hair 
follicle and sclerosis of the connective tissue. 


\cANTHOSIS NiIGRICANS. Mario Artom, Gior. ital. di dermat. e sifil. 69:184 
(April) 1928. 

The author reports two cases of this disease. 
aged 63, who had suffered from the condition for fifteen years. The patient was 
After one year he developed abdominal symptoms, and a diagnosis of 
The diagnosis was verified at necropsy. 


The first case is that of a man, 


a degenerate. 
carcinoma of the stomach was made. 
The second case was in a woman, aged 31, in whom the disease began at the 
age of 10 years. The condition was not malignant in this case. The author thinks 
that acanthosis nigricans is connected with some disturbance of the normal develop- 
ment of the patient and does not believe that the cutaneous disorder is directly 


in relation with the presence of an abdominal cancer. 
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PATHOLOGY OF THE SWEAT GLANDS. G. MANGANoTTI, Gior. ital. di dermat. « 
sifil. 69:212 (April) 1928. 


The author has studied the sweat glands in 113 patients with different cutaneou 
diseases. He considers the alterations found in the connective tissue and in th 
epithelial cells. 


SYPHILIS OF THE LuNGs. G. Boattini, Lo Sperimentale 82:115 (June) 1928. 


The author has performed numerous autopsies in cases of pulmonary syphilis 
He concludes that syphilis of the lungs may be divided into: syphilitic broncho 
pneumonia, of the exudative or desquamative types, which may be observed in the 
early or in the late stages of the disease; gummatous bronchopneumonia, and 
sclerous or cirrhotic bronchopneumonia. The last mentioned is the most common 
of all types. He thinks that a clinical diagnosis is possible only after a thorough 
study of the patient, and even then the diagnosis remains a probability until proved 
at autopsy. 


NASOBUCOPHARYNGEAL BLASTOMYCOSIS IN LATIN AMERICA. A. PENA CHA 
VARRIA, Rey. med. latin amer. 13:1290 (April) 1928. 


The author presents a detailed description of the lesions of mucocutaneous 
blastomycosis as observed in several South American countries. The disease may 
begin with a cutaneous ulcer, the so-called chancre, and immediately or several 
months or years after, hypertrophic and ulcerative lesions make their appearanc: 
on the lips, the nose and the pharynx. From these locations, the lesions gradually) 
spread to the rest of the mucous membranes. Extensive destruction is the result 
of these ulcerations, and in many cases the nose and adjacent parts are entirely 
destroyed. Similar lesions may appear in the skin of the face and of the rest 
of the body. The larynx may be affected, a good many cases of the so-called 
gangosa being examples of this condition. The differential diagnosis may offer 
difficulties, especially when cutaneous and mucous leishmaniosis is considered 
Efficient and expert laboratory investigations are needed for this differential 
diagnosis. Treatment with intravenous injections of tartar emetic proves curative 


in a hitherto incurable condition. ; 
in a hitherto oO Oo Parpo-( ASTELLO, Havana. 


TREATMENT OF MALIGNANT Tumors. R. MINERVINI, Riforma med. 44:622 
(May 21) 1928. 


The author believes in the parasitic nature of cancer. He has experimented i1 
men and in animals with numerous chemical compounds and has arrived at the 
conclusion that salts of antimony exert a marked beneficial influence in cases ot 
cancer. During the course of his experiments, he states, he has found that a com 
bination of tartar emetic and extract of ipecac root gives the best results. Hi: 
reports cases of all types of malignant tumors, including those of the skin, which 
have been apparently healed by intravenous injections of this combination. He 
thinks his treatment must be further tried before definite conclusions are drawn 
The writer is a teacher of surgery at the University of Naples. 


DERMATOLOGIC ABSTRACTS 


THe JouRNAL OF THE AMERICAN MeEpIcAL AssOcIATION 


UnusuaL REACTION FROM GOLD AND SopiuM THIOSULPHATE INJECTION IN 
TREATMENT OF Lupus ERYTHEMATOSUS. H. E. ALDERSON and S. C. Way, 
California & West. Med. 28:809 (June) 1928. 


Alderson and Way cite a case of lupus erythematosus in which three intravenou 
injections of gold and sodium thiosulphate, at five day intervals, were given. After! 
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the second injection there was noticeable improvement in the appearance of the 
process. There were no reactions of any kind until after the fourth dose, when a 
pale transitory erythema of the arms and neck was noted. A fifth injection was 
then given. Within twenty-four hours a severe reaction in the form of pyrexia 
(101 F.), angina and generalized erythema of the entire body with accentuation of 
the lupus erythematosus lesions took place. An intravenous injection of sodium 
thiosulphate (0.5 Gm.) was then administered. The tourniquet was applied, not 
very tightly, around the arm just above the elbow. Within a few seconds a typical 
profuse purpura developed involving the entire skin from the tourniquet to the 
finger tips. The numerous purpuric lesions were from 2 to 4 mm. in diameter. 
There were no other symptoms. The purpura disappeared in about two weeks. 
lhe lupus erythematosus subsided completely, leaving only some pigmentation in 
its place. 

GRANULAR ForMS OF SyPHILITIC Virus. C. Levapiti1, R. SCOEHN and M. V. 
SANCHIS-BAyARRI, Ann. de I’Inst. Pasteur 42:475 (May) 1928. 


The authors describe the various granular bodies found in rabbit lymph nodes 
in which it was impossible to demonstrate Treponema pallidum, but which, never- 
theless, contained the virus of syphilis, as shown by the fact that they were 
infectious. They believe that these almost ultramicroscopic granules represent 
the prespirochetal phase of the syphilitic virus. They change first into treponemas 
young form) and then into spirochetes (adult form) which are longer and have 
more undulations. The granular forms assure the conservation of the virus in the 
tissues during the latent periods of the disease (resistant forms) and constitute 
the reserve virus. This hypothesis of a complex evolutionary cycle of the syphilitic 
virus including almost ultramicroscopic granular forms, explains: (1) latent 
syphilitic infection with virus present in certain tissues no longer containing 
treponemas; (2) the possibility of certain cases of general paresis or tabes with- 
out spirochetes in the brain or spinal cord and perhaps the frequent inefficacy 
of antisyphilitic treatment in parasyphilis and (3) the recurrences which appear 

spite of the best antisyphilitics, the resistant forms being less sensitive to chemo- 
therapeutic agents than the vegetative forms (spirochetal). 


REINFECTION IN SypPHILis. E. ORPHANIDES, Ann. de mal. vén. 28:332 (May) 

1928. 

Orphanidés reports a case of multiple syphilitic reinfection in a man, aged 64 
In 1906, this patient contracted his first chancre; he was treated irregularly and 
nsufficiently by a few mercurial injections and some pills. In 1921, having had 
no treatment in the meantime, he returned with another typical chancre which 
disappeared after four injections of neoarsphenamine and twelve intravenous injec- 
tions of mercuric cyanide. Further treatment was refused. Six years later, the 
patient returned with a third typical chancre which also disappeared following 


four injections of sulpharsphenamine. The author is convinced that the treatment 


it each of these three chancres was so insignificant that one could not ascribe to 
it a complete sterilizing action. The important conclusion to be drawn from a 
study of this case is that one cannot judge the value of an antisyphilitic drug 
by the appearance of a reinfection. 

E OF THE SKIN IN TUBERCULOUS INFECTION. P. WoORINGER, Rev. france. de 

Pédiat. 4:170 (April) 1928. 

According to Woringer, the skin is the chief organ of immunization of the 
human body against tuberculous infection. Two modes of immunization have their 
‘rigin in the skin: the one, nonspecific and influenced by solar irradiations and by 
‘ther factors not connected with infection, the other specific and developing as the 
result of an infection or a cutaneous vaccination. Allergy, a function distinct from 
mmunity, is likewise connected with the dermo-epidermic system. 
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ACTINOMASSAGE. P. Kournpjy, Rev. gén. de clin. et de thérap. 42:330 (May 19) 

1928. 

Kouindjy found that by combining the actinic action of the arc lamp with the 
mechanical and reflex action of massage, he not only secured better results but 
could cut the time of exposure in half. The lamp is placed about 30 cm. from 
the area to be treated because the author believes that localized irradiations 
have rather an illusory therapeutic action. White linen gloves are used to 
protect the hands of the masseur; they do not, however, destroy tactile sensi- 
bility which is so indispensable in massage. In actinomassage the patient should 
never be exposed to the action of the rays for more than ten minutes. The 
resulting hyperemia is much more intense than that following simple exposure 
to the rays. Actinomassage is indicated in the treatment of arthritis, neuralgia, 
sciatica, lumbago, myalgia, obesity, rickets and atonic wounds. It is contraindicated 
in skin diseases, cancer and tuberculosis. Mercury vapor lamps are unsuited to this 
treatment because they give the patient a cadaverous appearance which makes it 
impossible to control the results of the treatment. 


TAR CANCER IN Man. L. Lazzarini, Gazz. d. osp. 49:485 (April 22) 1928. 


Tar cancer as an industrial hazard was first reported in the Italian literature 
in 1926. Lazzarini reports a case occurring in a man, aged 67, who had been 
employed for many years in the distillation of tar. The patient was often burned 
on the forearms and hands by particles of boiling tar. In October, 1926, he 
developed a swelling on the back of his hand, which he attributed to a lesion 
produced by a rusty nail. On its becoming ulcerous, the patient applied zinc oxide 
ointment, but without avail. The ulceration was elliptical in shape, the larger 
diameter being about 8 cm. The margins were raised above the surrounding skin, 
and the appearance was that of a crater. The base of the ulceration had a fatty 
appearance and, when rubbed with gauze, did not bleed. The mass was movable 
and involved only the skin. The clinical diagnosis was: precancerous dermatosis 
due to tar. May 21, 1927, the tumor was removed under local anesthesia. Recovery 
was normal and, during the six months since the operation, no complications have 
arisen. The histologic observations were: spinocellular epithelioma. 


TAR CANCER IN Man. L. Lazzartini, Gaz. d. osp. 49:521 (April 29) 1928. 


Lazzarini sums up: The treatment of cutaneous types of tar cancer varies 
with the stage of the disease. In the first stage; that is, in the period in which 
the dermatosis has not yet taken on a chronic character, if the patient ceases to 
handle tar, the lesions will retrogress. At a later stage, moreover, when the 
dermatitis has become chronic, one may still hope to overcome it by avoiding 
contact with tar and employing pastes and ointments having a reducing and 
cicatrizing action. Truffi recommends salicylic acid, chromic acid and carbon 
dioxide snow. Once the cancer has developed, the best treatment consists in 
surgical removal, with either the thermocautery or the knife. Extirpation of the 
tumor should be followed by local recovery. In some cases, however, there is a 
recurrence on the same site, or malignant metamorphosis of precancerous nodules 
in the surrounding cutaneous tissue. In these cases, the only treatment is a second 
surgical intervention. Roentgen rays and radium have not given good results s 
far, and, if- employed, great caution should be exercised. 


TREATMENT OF NEW-BoRN INFANTS OF SYPHILITIC MoTHERS. FE. KLAFTEN, 
Arch. f. Gynak. 134:88 (April 25) 1928. 


The enormous mortality from syphilis during the first three months of life 
can be reduced through systematic antenatal and early postnatal treatment. In 
the case of mothers with secondary syphilis, according to Klaften, it is possible 
to keep 90 per cent of the children alive over the three months’ period, and in 
75 per cent of the cases the children remain entirely symptom-free. In the cas¢ 
of mothers having jatent syphilis, he considers it important not to wait for 
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manifestations of the disease in the child, but to subject all children to intensive 
treatment with arsphenamine and mercury or bismuth. Among forty-eight appar- 
ently healthy children of mothers with latent syphilis receiving such treatment, 
nly two died; three developed syphilitic symptoms during the course of the treat- 
ment; and forty-three remained healthy, with negative serum test. Of eighty- 
four not treated, only forty-six remained alive and free from symptoms after 
the first three months. In general, the new-born tolerate large doses of arsphen- 
amine very well. Only in cases in which the spirochetal invasion has caused 
syphilitic changes in the internal organs is great caution necessary because of the 
danger of toxic effects. 


PsEUDO-ICTERIC PIGMENTATION IN DrABETES. M. ALTMANN, Arch. f. Ver- 
dauungskr. 42:531 (April) 1928. 


Altmann reports three cases of xanthosis in diabetic patients in whom there 
was a yellow coloration of the skin, as in icterus, but no abnormal increase in 
bilirubin in the blood. In each case the lipochrome content of the blood was above 
normal. Apparently, however, this is not the only factor involved, for in normal 
persons a similar amount of coloring matter is sometimes found in the blood 
without a corresponding pigmentation of the skin. The affinity of the skin for the 
pigment seems to differ in persons. To what extent it may be increased by the 
disturbance of metabolism in diabetes is an open question. 


CONSTITUTIONAL FACTORS IN RESULTS OF TREATMENT OF CONGENITAL 
SypHILis. P. von Kiss and F. Skropp, Jahrb. f. Kinderh. 120:96 (May) 
1928. 


Kiss and Skropp found that children belonging to blood group AB respond 
least well to antisyphilic treatment. Those of group O became seronegative most 
quickly. Group B presented the greatest number of reactions remaining negative 
for at least two years. 


HIsTOBIOLOGY OF MyYELorIp LEUKEMIA. F. Freunp, Klin. Wehnschr. 7:977 
(May 20) 1928. 


Circumscribed leukemic nodules appeared in the skin in Freund's case of myeloid 
leukemia. Portions of skin were excised both before and after treatment with 
roentgen rays. Examination showed transitional cell stages, which justify the con- 
clusion that cells of loose connective tissue, fat cells and vessel wall cells became 
transformed into leukemic blood cells. After roentgen irradiation, transitional 
stages were present in which the reversion of leukemic cells to connective tissue 
cells and connective tissue may be seen. 


RADIOTHERAPY OF SARCOMA OF THE TONGUE. A. Simons, Strahlentherapie, 
29:122 (May 31) 1928. 


Simons reports a case of sarcoma of the tongue with lymph gland metastases 
in a man, aged 56, that was cured by combined radium and roentgen-ray therapy. 
In the six months since the growth was first noted, the patient’s weight had 
dropped from 185 to 99 pounds (83.9 to 44.9 Kg.). At the time treatment was 
begun, he was cachectic, complained of difficulty in swallowing and of pain located 
in the left side of the head, particularly in the region behind the left ear, and 
radiating to the occiput. When the tongue was protruded, it deviated to the left 
and its left posterior portion was seen to contain a tumor-like infiltration. In 
the left submaxillary region there was a moderately hard, indolent, fixed mass, 
the size of a pigeon’s egg. Several pathologists who examined sections obtained 
from two biopsies diagnosed the condition as lymphoma or lymphosarcoma, but 
the clinical course of the growth had proved its malignancy. The primary growth 
was treated with radium, and the metastases in the cervical lymph glands were 
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given roentgen irradiation. Four weeks after beginning the treatment, both th: 
primary and the secondary lesions had disappeared. During the six and one 
half years that have elapsed since treatment, he has gained 51 pounds (23.1 Kg 
and has been completely free from symptoms. 


NoOpDULAR DISEASE OF THE SKIN OF THE Face. H. KONIGSTEIN, Wien. klin 
Wehnschr. 41:655 (May 10) 1928. 


Konigstein reports three cases (all in women) of a disease of the skin of the 
face manifested in isolated, slightly transparent, flat or rounded efflorescences, 
varying in size from that of a millet seed to that of lentil, and not differing in 
color from the surrounding normal skin. Subjective symptoms were absent. Thx 
nodules were composed of lymphocytic elements, connective tissue bands and 
vessels. In some sections giant cells, leukocytes, plasma cells and eosinophils 


appeared. In two specimens germinating centers were found. Ko6nigstein con- 
cludes that this exanthem developed on the basis of adenoid deposits in the skin 


CARCINOMA OF PENIs. A. J. MAJANz, Ztschr. f. urol. Chir. 24:548 (May 31) 

1928. 

Majanz states that the clinical course of carcinoma of the penis is, on the 
whole, a most favorable one. Phimosis is an important factor in its etiology, 
also mechanical and chemical irritation of the glans. He recommends surgical 
relief of the phimosis as a prophylactic measure. Amputation of the penis and 
excision of the inguinal lymph nodes is usually followed by complete recovery 
Recurrences are rarely noted. When the scrotum or its contents are also involved, 
complete emasculation is indicated. Eighteen cases are reported. 
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BROOKLYN DERMATOLOGICAL SOCIETY 
E. ALMoRE GaAvuvaIN, M.D., Secretary 
Regular Meeting, Nov. 21, 1927 
Louis CHARGIN, M.D., President 


DERMATOPHYTOSIS. Presented by Dr. GAUVAIN. 


K. S., a married man, aged 25, had had a lesion the size of a palm on the 
chest for six months, which was circinate, erythematous and scaly in the center, 
and which had a sharply defined, papular border. Two months before presentation 
an eruption appeared on the face. It was an erythematous, scaly eruption, with 
a papular border, and extended across the lower part of the face. The eruption 
had progressed upward over the face until, at presentation, the papular border 
extended from each cheek opposite the external auditory meatus obliquely down- 
ward meeting its fellow about 34 inch (2 cm.) below the vermilion border of the 
lower lip. The ears were not involved, but behind the ears the eruption began, 
and continued up to the hair line. The patient complained of having had a similar 
eruption on his chest for two previous summers. There had been no opportunity 
to search for fungi. 

DISCUSSION 

Dr. ABRAMOWITZ: I am not inclined to agree with the diagnosis of tinea. The 
eruption has recurred several times, is follicular in type, with a waxy scale. There 
are no vesicles. Although the scalp and other seborrheic areas are not involved, 
the eruption is more like seborrheic dermatitis. 

Dr. WaALzER: The condition is one of dermatophytosis. The border of the 
lesion on the face, and even on the chest, shows distinct annular lesions. The 
lesion on the chest had apparently been irritated and, as a result, its true nature 
had been masked. 

Dr. ALTMAN: The condition is ringworm, with a superimposed dermatitis. 

Dr. THRONE: I agree with Dr. Walzer that this is a case of tinea. 

Dr. Rutison: The fact that the linear lesions seem to stop at the ear, and 
then to begin again on the back of the neck, apparently leaving out the major 
part of each ear, is thoroughly against seborrheic dermatis, which would almost 
certainly, in that situation, attack the postaural fold. I think that it is a tinea. 


\RSENICAL DERMATITIS (ARSPHENAMINE). Presented by Dr. WaALzeER., 


I. W., a married man, aged 55, father of seven healthy children, did not give 
i history of venereal infection, although on one occasion of anuria and “heart 
trouble” a single positive Wassermann reaction was obtained. Because of this, 
ie had received eighteen intravenous injections of arsphenamine, which had been 
discontinued in May, 1927. A short time after the last injection had been given, 
in eruption appeared over the body and extremities, and the face became edematous. 
He was then hospitalized and given a number of intravenous injections of sodium 
thiosulphate. This, with local remedies, caused the disappearance of the lesions 
from the trunk, but not from the extremities. During the continuance of this 
treatment in the clinic, the eruption recurred on the body ten weeks before 
resentation. The patient was again hospitalized and the same treatment con- 
tinued; the eruption again disappeared from all the areas except the lower 
extremities. This cycle was again repeated, when the patient was referred to the 
linic for the continuance of treatment. 
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At presentation, he showed numerous erythematous, some slightly elevated, irreg 
ular, but sharply defined patches, covered with thin scales. These patches wer: 
pruritic and varied in size from that of a quarter to several inches in diameter, 
many of which coalesced. On the palms and soles, there were numerous tiny, 
exfoliating points. The mucous membranes were dark red. 

Dr. THRONE: Dr. Walzer has brought up a rather big question. The first 
point to be considered is the amount of arsenic that has been retained in the 
tissues. The second point is how long it has been in the body before treatment 
was instituted and the third, the kind of arsenic; whether it is the arsphenamine 
or the pentavalent or inorganic arsenic. The patients who respond most freely 
to treatment are those with an eruption caused by arsphenamine. 

In a patient who receives treatment early, the response to treatment is usually) 
rapid. I had one of this type recently, and the rash disappeared in about four 
weeks. In cases of longer duration, the response to treatment is much slower. 

This man did not speak English well and I could not get a satisfactory history. 
The history of injections of arsphenamine is correct. On admission to the New 
York Skin and Cancer Hospital early in June, the urine showed only a trace of 
arsenic. After the injection of sodium thiosulphate, it showed 0.096 mg. of arsenic 
per hundred grams of dried specimen, or more than three times the normal amount 
Later examinations showed more, and one showed 0.500 mg. The blood showed 
the changes found in heavy metal intoxication, that is, a high sugar and low 
chloride content. An examination of the blood, made a few weeks before presenta- 
tion, showed a sugar content of 136.9 and a corresponding low chloride content. 
In the treatment of these patients with sodium thiosulphate, there is, at times, 
an improvement up to a certain point, after which there is either a relapse or an 
exacerbation. Further use of sodium thiosulphate at this time is useless and 
only increases the severity of the eruption. I believe that this is due to an 
ionization of the drug with the liberation of free sodium ions in the blood. These 
sodium ions stimulate the vagus nerve, and at this time a condition simulating 
a vagatonia develops. Vagatonia resembles anaphylactic shock. There is an 
increase in hydrogen concentration. Increased hydrogen concentration favors the 
precipitation of arsenic in the tissues so, of course, the injection of sodium thio- 
sulphate at this stage can only increase the clinical symptoms of the condition 
of the skin. At this time, I have found it beneficial to use a compound which 
stimulates the sympathetic part of the vegetative nervous system. Calcium does 
this. The preparation I use is calcium chloride urea, known as afenil. A few 
injections of this overcomes the vagatonia, and the injections of the thiosulphate 
can be resumed. The arsenic, which had ceased to appear in the urine with the 
development of the vagatonia, again is present and clinical improvement begins. 


A Case FOR DIAGNOosis (TUBERCULOSIS?). Presented by Dr. GRAHAM. 


A. H., an unmarried man, aged 24, had had an injury to the forehead in 1922, 
which caused swelling and discomfort for several weeks. About one year before 
presentation, this area had become inflamed and had been slowly increasing in 
size. A Wassermann test, made by the Board of Health, gave a 4 plus reaction 
Another test made at the Methodist Hospital gave a negative reaction; the Kahn 
test was also negative. The lesion was about 1% inches (3.77 cm.) in diameter, 
red, not ulcerated, with a somewhat raised border, and was slightly painful on 
pressure. 

DISCUSSION 


Dr. Rutison: I could only make a superficial examination of this patient. 
as the young man did not want me to handle the lesion. I thought it an epithelioma 

Dr. THRONE: The border of the lesion does not show any evidence of malig 
nancy. In my opinion it is a case of tuberculosis verrucosa cutis. 

Dr. Hecut: In the face of one positive and one negative Wassermann reat 
tion, I should have given a few injections of arsphenamine and have watched 
the therapeutic effect, although I believe it to be lupus vulgaris. 
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Dr. WALZER: The lesions impress me as being syphilitic — an annular-papular 
syphilid. Rather than perform a biopsy, I would suggest a few injections of 
mercury as a therapeutic test. 

Dr. GRAHAM: I do not believe that the lesion is malignant, or am I inclined 
to think that it is syphilitic, even though the reaction of one Wassermann test 
was positive. It leaves me, however, in the position where tuberculosis must be 
excluded by elimination. I cannot conceive of its being lupus vulgaris, but | 
can conceive of its being tuberculosis verrucosa cutis. I have seen the patient 
only three times, and shall have to observe and study him a little longer before 
making a diagnosis. 

I would hesitate to have a biopsy done on my own forehead, and am reluctant 
to do it in this case if I can possibly arrive at a diagnosis otherwise. 


\ CasE FOR DiAGNosis (SEBACEOUS CysT?). Presented by Dr. WALZER. 


H. H., an unmarried man, aged 22, had an oval, soft, subcutaneous tumor, 2 by 
11%4 inches (5 by 3.77 cm.), on the right cheek. The lesion was sharply outlined. 
The overlying skin was red, but it was not adherent to the tumor. The lesion was 
freely movable. There were no subjective symptoms. The patient did not give 
any history of previous serious illness, or local injury, or of the ingestion of drugs. 


DISCUSSION 

Dr. THRONE: I do not think that a positive diagnosis can be made from 
observation. The condition, I think, is surgical. It might be a mixed tumor. 

Dr. SKEER: The patient said that he had had no injections that he could 
recall, except one of cocaine, for the extraction of a tooth. That, however, was 
after the present condition had become apparent. There are some drugs which 
leave infiltration, but in this case there is no such history. 

Dr. CHARGIN: It is my impression that the condition is a cyst of some kind. 
It does not seem to be attached to the overlying skin, and feels encapsulated. The 
condition is surgical rather than dermatologic. 


A CASE FOR DtaGnosis (EPITHELIOMA?). Presented by Dr. ALTMAN. 


A married woman, aged 65, from Dr. Graham’s Clinic, when seen on Sept. 8, 
1927, had a circumscribed lesion in he ear, of two years’ duration. It was the 
size of a five cent piece and covered with thick, dark crusts. On September 22, 
the lesion was healed as a result of roentgen-ray treatment, but an atrophic scar 
remained which occasionally broke down and became covered with crusts. There 
was no evidence of a rolled pearly border, nodules, or induration. 


DISCUSSION 

Dr. THRONE: I think that the case is one of epithelioma. Epitheliomas on 
a cartilagenous base do not respond well to treatment with the roentgen ray. 
Radical operation is indicated in this case. 

Dr. Rutison: I did not examine this patient, but agree emphatically with 
Dr. Throne as to treatment; that is, epithelioma involving cartilage can be handled 
properly only by radical surgical procedures. 

Dr. ABRAMOWITZ: The lesion of the ear appears to me to be nothing more 
than a recurring eczema. In view of the question of epithelioma, a biopsy is 
indicated. 

Dr. GRAHAM: I have watched this case with Dr. Altman for some time. I 
am not yet ready for the diagnosis of epithelioma. I can find little definite evidence 
of a pearly border. I have wondered about tuberculosis. I cannot make a 
diagnosis. I agree that if further observation definitely indicates epithelioma, 
radical operation is the required treatment, radium being absolutely contraindicated. 
[ would desiccate the involved area completely, which I think would give a better 
osmetic result than removal of the ear. 
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Lupus ERYTHEMATOSUS; MARKED IMPROVEMENT AFTER Two INJECTIONS of} 
\ PREPARATION OF GOLD. Presented by Dr. ABRAMOWITZ. 


A. G., a married woman, of Austrian birth, had been in the United States for 
twenty years, and had always been well. She applied to the Israel Zion Hospital 
three weeks prior to presentation for treatment for an eruption of six years’ 
duration, which appeared shortly after severe sunburn. The first lesions appeared 
on the nose, and, six months before presentation, six lesions appeared on the 
chest and shoulders. The appearance on this area was also said to have followed 
long exposure to the sun. Ali lesions were similar in appearance. They were 
of discoid type, about the size of an olive and sharply limited, red and covered 
with rather thick scales, with some atrophy. The patient received 25 mg. of 
sodium and gold thiosulphate at the first intravenous injection and 50 mg. at two 
subsequent weekly injections. Marked improvement was noted after the second 
treatment. The results of the Wassermann test and the examinations of the urin 
were negative. 


Lupus ERYTHEMATOSUS — COLLAPSE FOLLOWING TREATMENT WITH A PREPARA 
rtoN OF GOLb. Presented by Dr. ALTMAN. 


S. B., a woman, first seen in Dr. Graham’s Clinic on July 19, 1927, complained 
of an eruption on her face, of four or five years’ duration. 

There were raised, infiltrated patches on both sides of the face under the 
eves and across the bridge of the nose. There were also moderate telangectasia, 
slight scaling and slight atrophy. 

On July 28, she was given injections of gold and sodium thiosulphate, 25 mg. 
intravenously, without ill effect. On August 4, she was given 25 mg. and five 
minutes after the injection complained of dizziness, nausea and pain in the chest 
The pulse rate was poor; the fingers and lips became slightly cyanotic and the 
skin, cold and clammy. She improved slightly after an injection of epinephrine 
In about one-half hour another injection of epinephrine was given, and again she 
showed slight improvement. Her general condition appeared poor, and she was 
sent to the hospital. Here she was wrapped in hot blankets and given one more 
dose of epinephrine. She remained in the hospital from 11:30 a. m. until 4: 30 
p. m., when she returned home, at which time the lupus had disappeared. 


DISCUSSION 


Dr. GRAHAM: I have not had any experience with treatment by gold and 
sodium thiosulphate. I have not noted any severe reactions with the use of a 
gold compound. 

Dr. WALZER: I would like to ask whether any of the members have noticed 
the development of lupus lesions on the mucous membranes in the course of the 
treatment with a preparation of gold. When I treated one patient recently, tin) 
white lesions developed in the mouth; and when the injections of the preparation 
of gold were discontinued for a number of weeks, the lesions in the mouth improved, 
but the patient at present has distinct white lesions of lupus on the mucous 
membranes. 

Dr. SKEER: I have had the opportunity to watch the two patients reported 
Dr. Abramowitz’s patient is apparently improved aiter three injections. The 
condition of Dr. Altman's patient, notwithstanding the collapse, is pretty well 
cleared up. 

Dr. Berkowitz: I have treated only one patient suffering from lupus 
erythematosus with gold and sodium thiosulphate. This was a woman, aged 50 


vears, whose forehead, cheeks, malar areas, nose, ears, eyelids, eyebrows and 
scalp, showed the typical lesions of the disease. The condition had been present 
for more than fifteen vears and various forms of therapy had been instituted. | 
began with injections of 50 mg. intravenously, and then increased to 100 mg. and 
continued with the latter injection. 
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The lesions became rapidly less conspicuous and after the fifth injection, nothing 
hut atrophic skin remained. There was no reaction, constitutional or local, at any 
time, and she has received twenty-four injections from April 14, to Nov. 17, 1927. 

The patient shown by Dr. Altman certainly shows remarkable improvement, 
but the reaction reported should make one cautious when using the treatment. 

Dr. THRONE: I have treated between 75 and 100 patients with lupus erythe- 
matosus with a gold compound, during the last two years. The results have 
borne out the early claims for this line of therapy. Practically all the patients 
got well. 

My dose at first was 0.01 Gm. This was not effective. It was gradually 
increased to 0.1 Gm. three times a week. Recently, I have been giving 0.075 Gm. 
twice a week. Results with this dose are not so rapid as with the larger one. 
[ have not had any severe reaction in cases of the discoid type of this disease 

One patient with acute lupus erythematosus was treated. He received one 
injection of about 0.1 Gm. A severe systemic reaction developed immediately. 
The man was taken to the hospital. After the reaction subsided, severe dental 
infection was found, which condition was attended to. The patient was discharged 
in a few weeks. Further injections of the gold compound were not given. The 
lupus cleared up completely. 

This case impressed me with the necessity of examining these patients for 
focal infection before instituting treatment with a preparation of gold. Focal 
infections seem to predispose to reactions in the same manner as Stokes found 
with the arsphenamines. 

In the treatment of any disease with a preparation of gold, especially in the 
treatment of psoriasis, a retention of a heavy metal such as arsenic, mercury or 
bismuth, increases the liability of reaction. A man with extensive psoriasis had 
previously received arsenic by injection and by ingestion. He then received several 
injections of a gold compound. Following these injections, he became extremely 
ill; the temperature rose to 103 F. and the psoriasis extended widely. The reaction 
lasted about two weeks. In the treatment of such diseases as psoriasis with a 


preparation of gold, I believe that a preliminary examination of the blood should 
be made. A high sugar and a low chloride content is a positive sign of the 
retention of a heavy metal, and these conditions are a contraindication for the 
use of the preparation, until the metallic intoxication has been removed. Routine 
examinations of the blood are valuable during treatment with gold, and by the 
condition of the blood, that is, a rise in blood sugar and a drop in the chlorides, 
a reaction can be forseen and avoided. 


Dr. Ruttson: A woman, aged about 33, came to the clinic about eight or 
nine months before presentation, with lupus erythematosus of the acute type, with 
lesions on the face and back. She was carefully examined, one or two teeth 
were extracted, and a tiny dose of a gold compound was given. She did not 
show any reaction and her condition improved somewhat. I gave her possibly 
fifteen injections, perhaps a decigram in all. Later, she returned with a few new 
lesions on the back, and received another short series of injections, six or seven, 
which did not cause her any discomtort whatever. She is now permanently blind 
in one eye from an embolus. 

One must be extremely careful when using a gold preparation for treatment. 

Dr. GRAHAM: A case of bullous lupus erythematosus, from the Brooklyn 
Hospital, was shown before this Society about six months ago. The patient has 
heen under treatment with a gold compound ever since. The patient has markedly 
improved, but every so often new lesions appear. He has had marked reactions, 
but at this time the recurrences are getting further and further apart. 

Dr. ABRAMOWITZ: This has been a most interesting discussion and indicates 
that one must be extremely careful in the use of a preparation of gold. In the 
case of collapse reported by Dr. Altman, I was never convinced that the injections 
were responsible. I have seen a generalized lichenoid eruption with lesions in the 
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mouth indistinguishable from lichen planus. The eruption was evidently due to 
the gold preparation, for it cleared up in about two weeks after the remedy wa 
discontinued. 

Dr. CHARGIN: In regard to eruptions following treatment with a preparatio: 
of gold, a case under my observation is rather interesting. The patient was 
referred to me because of an eruption in the mouth. Investigation disclosed th 
fact that he was under treatment elsewhere for psoriasis and had received twenty 
or more injections of a gold compound, given twice a week. The eruption of th 
mouth was erythematous with vesicles and desquamated areas scattered over thi 
mucous membrane. The drug was discontinued, and in the course of some six 
weeks the eruption disappeared. 

In acute lupus erythematosus, which is usually fatal, the use of a gold prepara 
tion has resulted in a few cures. In my experience, in order to get the best 
results from this remedy, in the discoid type of lupus erythematosus, it is necessary 
to give a dose sufficiently large to produce local reactions. Doses to 150 mg. once 
or twice weekly usually suffice. In the disseminated variety of lupus erythematosus, 
the gold preparation should be given with great caution. It is in this type that 
one observes the severe reactions. 


A Case FOR DraAGNosis (GRANULOMA ANNULARE?). Presented by Dr 
3ERKOWITZ. 

A. G., aged 52, born in Roumania, from the Jewish Hospital Dispensary, pre 
sented two crescent shaped lesions on the left elbow, about 11% inches (3.13 cm.) 
long, made up of separate coalesced papules, or nodules, the size of a pea, with 
a slightly erythematous base, though some were white. 

The right elbow showed one lesion that was triangular, each side being about 
seven-eighths inch (2.24 cm.) long and made up of similar papules; the other 
lesion was an irregular patch made up of similar papules, though a few had a 
hair extending from the center. 


The eruption was of five years’ duration, and did not cause pain, itching or 


discomfort. 

Note.—The urine showed slight glycosuria, which disappeared the following 
day. The Wassermann reaction was negative and the cholesterol and blood sugar 
determinations were normal. 

DISCUSSION 

Dr. ABRAMOWITZ: In granuloma annulare, the lesions are practically color- 
less. I am inclined to think that because of the symmetry, the distribution (on 
elbows, points of pressure) and the history, follicular involvement and other con 
ditions, it is rather characteristic of “xanthoma diabeticorum.” 

Dr. THRONE: I am inclined to think that this is a case of granuloma annulare, 
but I think a blood sugar cholesterol determination should be made before a final 
diagnosis is decided. 

Dr. SKEER: I think that the condition is granuloma annulare. Of course, 
Dr. Abramowitz’s suggested diagnosis of xanthoma diabeticorum must be ruled out 

Dr. Rutison: I am rather impressed with Dr. Abramowitz’s argument, and, 
further, I do not recall a case of granuloma annulare that was symmetrical. 

Dr. CHarGIN: I agree with the diagnosis of granuloma annulare made by 
Dr. Berkowitz. The case, it seems to me, is typical, the rings are made up ot 
small white papules, and the only unusual feature is the location on the elbows 
This should not militate against the diagnosis, for this condition is certainly seen 
on the lower extremities and the face, although most often on the backs of the 
hands. 


DACTYLITIS AND ONYCHIA SYPHILITICA. Presented by Dr. WaALzeEr. 


J. L., a married woman, aged 32, the mother of one healthy child, did not 


give a history of abortions or stillbirths. About five years before presentation, 
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lI 


nees, shoulder and sternoclavicular joints in addition to the terminal joints of 
the middle finger of the right hand. During this illness, the patient had not been 
onfined to bed, and had little if any rise in temperature. Since then, there had 
iot been a serious attack of “rheumatism,” but the distal joints of all but the little 
fingers had gradually become involved. The affected finger-joints, at the time of 
presentation, were evenly enlarged, slightly red, indurated and slightly tender. A 
roentgenogram showed destructive processes at each of the involved joints, and 
there appeared to be an effort at repair in the form of bony excrescences at the 
impression was that of an hypertrophic osteo-arthritis 


ee years after marriage, she had had “rheumatism” which involved the hip, 


articular margins. The 
suggestive of syphilis. 
The nails of the involved fingers showed pitting and longitudinal striations. 
Some of the nails also showed a transverse line dividing them into two parts, the 
proximal new forming nail and the distal old nail. The borders of the nails were 
irregular. Black and white spots were present on several of the nails. Scrapings 
of the nails for fungus gave negative results under the microscope. 
Roentgenograms of other joints did not reveal any pathologic changes. 
plete physical examination did not reveal anything abnormal. There were 
lesions on the skin or mucous membranes. The Wassermann reaction was 1 plus. 


Com- 
no 


DISCUSSION 

Dr. ABRAMOWITz: I have never seen anything like this. I would hesitate, 
however, to think that this is a case of dactylitis, and would rather think of it 
as syphilitic arthritis. 

Dr. THRONE: The fact that impresses me most in this case, which favors 
the diagnosis of syphilis, is the absence of pain. 

Dr. Rutison: I am inclined to accept syphilitic arthritis, chiefly because of 
the interpretation of the roentgenologist. The roentgenologist, as I understand it, 
can usually diagnose syphilitic bone with considerable certainty. 

Dr. Hecnut: I am inclined to the diagnosis of dactylitis, and feel that large 
doses of sodium iodide intraveinously and also of silver arsphenamine would be 
effective. 

Dr. CHARGIN: This is a most interesting case. I would suggest the diagnosis 
of psoriasis arthropathica as a possibility in this case. I am led to make this sug- 
gestion because of the involvement of the joints and the associated condition of 
the nails, which to me appears to be psoriasis. JI do not think that syphilis is 
present in this case. 


SCLEREMA NEONATORUM. Presented by Dr. WALZER. 


J. G., aged 9 weeks, the second of two children, was presented because of an 
eruption which had been noticed by the mother two weeks after birth. There 
was no history of syphilis in the parents. 

The back of the scalp showed a large plaque of erythema, which was thought 


be a nevus. 

From the shoulders to the buttocks, on the backs of the arms and thighs, there 
were large patches of dense infiltrated skin which was smooth and erythematous. 
It was firm and could not be rolled between the fingers. There was no pitting 
on pressure. The margins were sharply defined. In the crural region, there was 
a beginning intertrigo. The mouth, palms and nails were normal. The child 
vas somewhat below weight, otherwise the general physical condition was good. 


V« 


DISCUSSION 


Dr. SKEER: I would suggest roentgen-ray therapy. In a case I presented 
two years ago, the involyement was a little more extensive. Of course, the 
patient was a little older. I gave her three or four fractional roentgen-ray treat- 


ments, and the patient recovered. 
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KERATCSIS PILARIS (RuBRA). Presented by Dr. BEstT. 


M. F., a girl, aged 16, had an eruption of fourteen years’ duration. At first 
there was a roughness of the skin of the forearms and legs, which gradual! 
spread upward over the arms to the shoulders and up over the thighs to the waist 
line. At first the affected parts were the color of normal skin, but later becan 
red. The patient noted that the redness was always more intense in cold weathe: 

Examination revealed acuminate, closely aggregated but discrete, reddish papulk 
the size of a pinhead, which were capped with tiny scales at the follicular opening 
on the extensor surfaces of the upper and lower extremities and buttocks. Thi 
upper arms and the thighs showed the rash most markedly. There was not any 
tendency of the lesions toward grouping into patches; the rash was diffuse and 
not sharply defined. The involved areas presented an intense purplish red appear 
ance. There were no subjective symptoms. 


A CAsE FOR DIAGNOSIS (PARAPSORIASIS?). Presented by Dr. CHARGIN. 


C. N., a man, aged 36, married, a baker, had an eruption of three years 
duration, and since its first appearance had always recurred, despite treatment 
The eruption was generalized, but was more marked on the lower half of the 
body. It was made up of large, superficial plaques, many of which were con 
fluent, and produced large sheets of eruption leaving irregular-shaped areas of 
normal skin. It was superficial and did not show any infiltration. There was 
some scaling and the scales were small and white. The eruption was a light 
red. There were no lesions on the face, scalp, hands and feet. There were no 
subjective symptoms. The urine was normal. The Wassermann reaction was 
negative. The general health was good 


NEW YORK ACADEMY OF MEDICINE, SECTION 
ON DERMATOLOGY AND SYPHILIS 


J. Evtvter, M.D., Secretary 
Regular Meeting, Feb. 7, 1928 
R. Maroney, M.D., Chairman 


SCHAMBERG’S PECULIAR PROGRESSIVE PIGMENTATION. Presented by Dr 
GENOVESE, 


W. G., a man, aged 56, a laborer, born in [reland, presented himself at th 
New York Polyclinic Hospital with two conditions, a dermatophytosis and Scham 
berg’s disease. Examination showed patches of puncta the size of a pinhead o1 
the lower left leg with pigmentation in the central areas and a tendency to spread 
at the periphery. The condition was of seven years’ duration. 


DISCUSSLON 


Dr. SCHEER: Do I get the impression that the section accepts this as a case 
of Schamberg’s progressive pigmentary dermatosis? The form of dermatitis and 


pigmentation presented by this case is commonly seen in our clinics, almost daily, 


particularly in patients who stand up a great deal. It is associated with varicos« 
veins and is usually called dermatitis hemostatica. 


ERYTHEMA INDURATUM TREATED WITH GOLD THERAPY. Presented by Dk 
GENOVESE. 


H. M., a woman, aged 24, a stenographer, born in the United States, presented 
herself at the New York Polyclinic Hospital on June 8, 1927, with an eruptio: 
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the left leg. At that time she said that she had had the lesions for about 
two and one-half years. They were located on the inner and posterior surface 

the lower half of the left leg. She said that they would break down and 
ilcerate and heal under local treatment, but new ones would form continually. 
She presented multiple pigmented scars the size of a dime and a few new, small, 
infiltrated lesions. A small ulcer was present over the internal malleolus. On 
lune 20, 1927, treatment with 4 amino-2 auro-thiophenol carbonic acid was started. 
She was given seven injections at weekly intervals, ranging from 0.08 to 1.5 grains 
0.005 to 0.09 Gm.). At the end of this course of treatment the lesions had healed. 
Since that time new lesions had not developed. 


GENERALIZED PIGMENTATION FOLLOWING ARSPHENAMINE DERMATITIS.  Pre- 
sented by Dr. McCarrerty for Dr. VERO. 


D. G., a man, aged 48, a fireman, married, born in the British West Indies, 
resented himself at the New York Polyclinic Hospital in June, 1927, for the 
treatment of late syphilis. The Wassermann reaction was 3 plus. In 1910 and 

1920, the patient had received treatment with neoarsphenamine without any 
omplications. From June to August, 1927, he received 4.8 Gm. of neoarsphen- 
imine and twelve injections of bismuth. He returned in September, 1927, when 
the Wassermann reaction was found to be negative. Then he began his second 
ourse on September 26, and received one injection of neoarsphenamine, 0.6 Gm. 
\fter this injection the patient complained of a generalized itching. Examination 
revealed a mild rash which gradually developed into a moderate arsphenamine 
dermatitis, especially involving the flexor surfaces of the extremities. This cleared 
up after seven injections of sodium thiosulphate and of local applications. 

There were disseminated, pigmented lesions involving the upper and lower 
extremities, neck and abdomen. The lesions varied in size from that of a dime to 
that of a silver dollar. Some were confluent, resembling somewhat the pigmenta- 
tion and involution following lichen planus. An extremely fine, white scaling 
vas noticeable. 


DISCUSSION 


Dr. VERO: I looked up the literature about pigmentation following arsphen- 
imine dermatitis. Stokes described a case in which dermatitis was followed with 
universal brown pigmentation which was extremely persistent but cleared ultimately. 
In the German literature, Zieler reviewed the question. He cited a case in which 
general pigmentation appeared after injections of silver arsphenamine, and thought 
he case to be “argyria” in combination with melanoderma due to arsenic. 

Dr. CHARGIN: Is not Dr. Vero confusing the two conditions? Arsenical 
pigmentation and argyria are, of course, entirely different processes: the former 

deposit of melanin, the latter a union of the connective tissues and some form 
of silver. 


Dr. H1GHMAN: I think that these cases represent peculiarities in the subject. 
Such pigmentations may develop in all sorts of dermatoses under the use of 
rsenic. The only noteworthy feature of this type of case is its infrequency, 
ilthough it is not so rare as to justify the emphasis placed on it by the presenter. 


Dr. Hopkins: These arsenical pigmentations do not always appear on the 
ite of a previous syphilitic eruption. I think that these pigmentations are 
dependent of the secondary lesions. 


Dr. PAROUNAGIAN: We have probably administered more silver arsphen- 
mine at the Bellevue Hospital clinic than any other clinic in the United States, 
id I can safely state that I have never seen a case of argyria or pigmentation 
iused by this drug. However, I have seen a number of syphilitic patients pre- 
enting pigmented lesions, some of them extensive, who had not had arsenicals 

any other treatment, and several of them I presented before this section. I 

recall an interesting example of this condition. The patient had a number of 
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papulosquamous lesions with considerable pigmentation. He had not had any treat 
ment. This patient returned several months later; although the lesions had di 
appeared, he still presented deep pigmented patches at the sites of the old lesions. 

I am not sure whether this is not a case of lichen planus rather than arsenical 
pigmentation. At any rate, I refuse to accept it as being due to the use of silve: 
arsphenamine ; furthermore, there is neither history nor proof that the patient had 
received silver arsphenamine. 


Lupus ERYTHEMATOSUS WITH VERRUCOUS LESIONS. Presented by 
Dr. McCAFFERTY. 


B. T., a colored man, aged 49, a laborer, married, born in the United State 
from the New York Polyclinic Hospital, in the service of Dr. Dillingham, had an 
eruption of nine years’ duration. There was no history of pulmonary tuberculosis. 
Examination showed multiple lesions of discoid lupus erythematosus on the face, 
ars and scalp. On the dorsum of the hands and lateral surface of the fingers, 
there were lesions varying in size from that of a lentil to that of a large pea. 
These lesions were elevated, firm and infiltrated, and some showed central necrosis. 
There were two or three lesions on the lateral surfaces of the fingers which were 
markedly infiltrated and verrucous in character. Tissue from a lesion on the 
face, a small lesion on the hand and a verrucous lesion on the hand was taken 
at the Vanderbilt clinic. The tissue from the face showed typical lupus erythe 
matosus. The lesion on the hand resembled lupus erythematosus more than tuber 
culosis verrucosa cutis although there was some histologic resemblance to syphilis. 
The Wassermann reaction was negative on three occasions. 


SyPHILiItic ENDARTERITIS. Presented by Dr. ROTHWELL. 


H. T., a woman, aged 22, single, from the New York Polyclinic Hospital, 
presented suffused cyanosis of four toes of the left foot, including sloughing of 


the terminal phalanx of the second toe. While the toes were markedly cyanotic, 
the condition was without marked definition of limit, the blueness extending back 
ward over the anterior portion of the metatarsal area beyond the proximal 
phalanges. The big toe was deficient of normal anatomic outline, the result of 
surgical effort about one year previously for a condition similar to that of the 
second toe. A history of symptoms of earlier syphilitic manifestations was not 
obtained; the cyanotic state was of four months’ duration and was accompanied 
by coldness of the toes and pain severe enough to prevent sleep. The patient did 
not present stigmas of syphilis, and her general health was excellent. The 
mother’s Wassermann reaction and history were negative. The patient’s Wasser 
mann reaction was positive. Under treatment with arsphenamine and bismuth the 
cyanosis had diminished, but the sloughing second toe seemingly had been unaffected 
beneficially. 


WuiteE Spot Disease. Presented by Dr. ROTHWELL. 


E. C., a boy, aged 10, of Spanish parentage, from the New York Polyclinic 
Hospital, presented spots of depigmentation sprinkled principally over the trunk, 
but distributed from neck to knees, varying in size from that of a pinhead to 
that of a bean, generally discrete though grouped in some of the locations, with 
evidence of atrophy in some of the lesions. This evidence of atrophy was dis 
coverable only after a search among the elements of the whole eruption, the first 
impression being one of vitiligo with general miliary lesions. There may have 
been as many as 150 or 200 of the single lesions (all sizes being considered), 
the predominance being on the back. The condition was of nine months’ duration 
The first lesion to be observed by the mother was over the crest of the right ilium, 
elliptical in shape, 1 by 0.5 cm. in size, with the suggestion of a delicate violaceous 
border. Subjective symptoms were wholly absent. 
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DISCUSSION 
Dr. ROSTENBERG: In one of these vitiligo lesions I noticed a minute centrally 
cated dot, which corresponds to the condition which Sutton described as leuko- 
derma centrifugum acquisitum in 1916. That the other lesions have lost their 
central pigmented spot does not speak against the diagnosis, as I have found in 
ne of my own cases that this may happen. 


NEUROFIBROMATOSIS. Presented by Dr. CANNON. 


F. P., a woman, aged 19, a houseworker, was admitted to the City Hospital 
four weeks before presentation, complaining of frequent epileptic convulsions of 
four years’ duration. She had had brownish spots and large tender and painful 
masses on the body and extremities for five or six years. Several tumors had 
been removed at various hospitals and had been diagnosed microscopically as 
neurofibroma. The patient’s general health was fair, except for little endurance. 
Examination showed numerous sharply demarcated, brownish, pigmented areas 
varying in size from that of a pea to that of a silver dollar over the body and 
extremities, with numerous subcutaneous, firm and extremely tender masses 
varying in size from that of a pea to that of an orange or larger, especially over 
the inner aspects of the thighs. The right labia was greatly hypertrophied, show- 
a fibrous-like mass about 6 by 3 inches (15.24 by 7.6 cm.) in diameter. On 
the right side of the trunk there was a bluish, soft, cutaneous and subcutaneous 
mass about 2% by 2 inches (6.27 by 5 cm.) in diameter. On the flexor surfaces 

the arms there was a chain of subcutaneous, hard nodules the size of a pea, 
about 2 or 3 inches (5 or 7.6 cm.) apart. Neurologic examination failed to reveal 
vidence of a focal lesion. The Wassermann reaction of the blood was negative. 


PELLAGRA. Presented by Dr. CANNON. 


G. G., a man, aged 52, a laborer, born in the United States, entered the City 


Hospital on Oct. 14, 1927, complaining of diarrhea and sore hands, of three weeks’ 
duration. He had used alcohol excessively most of his life, and ate irregularly 
of a rather limited diet. The dorsum of both hands and wrists showed a dried, 
thickened, reddened, scaly condition of the skin. In places the skin was cracked 
nd fissured and presented a few small crusted areas. In other limited areas 
the skin was completely denuded. There was not any itching, but some burning 
ot the skin. 


\ CasE FoR DraGnosis (LICHEN PLANUS?). Presented by Dr. CANNON. 


H. S., a man, aged 42, a Rumanian, a clerk, was admitted to the City Hospital 
two months before presentation, complaining of recurring bullous and papular, 
intensely itchy lesions over the body and extremities, of about six years’ duration. 
The lesions first appeared on the left shoulder, gradually becoming generalized. 
He had not had any constitutional symptoms. He had been to various hospitals ; 

each instance a different diagnosis was made. He had been treated a great 
leal with arsenic. Examination showed a well developed and nourished man, 
apparently not extremely ill. The skin was deeply pigmented, and was greatly 
thickened, especially over the extensor surfaces. The follicles were large and finely 
papular, and on the backs of the hands, outer surfaces of the arms and lumbar 
regions there were numerous discrete, smooth papules varying in size from that 

a pinhead to that of a pea, of a violaceous color. On the body there were a 
number of bullae and bright erythematous papules the size of a pea. Lesions 
were not present in the mucous membranes of the mouth. The blood count showed 

slight secondary anemia, with a normal white blood cell count. The results 
the chemical analysis of the blood were normal. The urine was normal and 

Wassermann reaction was negative. 


DISCUSSION 


Dr. RosTENBERG: I was one of the first to see this patient six or seven years 
re presentation. The man then presented a condition which looked like 
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Duhring’s disease, and I treated him for it. He developed an arsenical dermatitis. 
and then I lost sight of him. I see the diagnosis is still undetermined. Novy 
I think it might be a case of pityriasis rubra pilaris. 

Dr. HighMAN: The most likely diagnosis seems to be that the patient presents 
leukemia, particularly from the appearance of the small, purple, waxy, glistening 
papules on the wrist and forearm. The curious fugacious eruptions can be recon- 
ciled with the conception over a period of six years since Dr. Rostenberg first 
saw him, together with the bullous dermatosis and the urticarial and other ert 
tions seen in his trips to the various hospitals and clinics of New York. 

Dr. TuLtipan: I saw this patient six months ago, at which time he showed 
a generalized papulovesicular and bullous eruption. He presented numbers oi 
grouped vesicles, and I thought it might be dermatitis herpetiformis, but the 
biopsy did not prove anything other than an inflammatory reaction. He shows 
marked improvement at this time which I understand is the result of permanganat 
of potash baths. 

Dr. Lapowski: I saw the man nine or ten years ago, and the case shows 
the necessity for a dermatologic clearing-house in the United States. There is 
not one hospital in New York where he has not been taken care of, and in every 
place a different diagnosis has been made. I cannot remember exactly what m) 
diagnosis was at the time I saw him; I believe it was leukemia. I will report 
to Dr. Cannon the exact condition of the lesions at the time I saw the patient. 

Dr. Rosen: Three or four years before presentation this patient was under 
observation at Mount Sinai Hospital. He presented an unusual picture which 
puzzled us a great deal. There was a generalized erythroderma with extensive 
pigmentation, the entire area being covered by papules and vesicles, some in groups 
and others without a tendency to grouping. Some of them were raised above 
the surface almost like tinea profunda, except that there were \..° ‘es instead 
of pustules present. This type of lesion was especially marked on the ..ce, neck 
and shoulders. Itching was so intense that it was almost impossible to ‘<eep the 
patient quiet for a moment when he was uncovered. After results of mic1oscopic 
examination of the tissue, differential blood counts and the chemical analysis of 
the blood were reported, we were no nearer in establishing a diagnosis than we 
were when the patient was admitted. The tentative diagnosis was lichen planus 
with arsenical pigmentation or leukemia. 

Dr. PorirzeER: When I saw this man, my impression was that it was a cast 
of leukemia, and when I was examining him Dr. Lapowski was near and said 
that he had seen the man years before and had made a diagnosis of lichen planus, 
he had papules with the bullous lesions that are sometimes associated with lichen 
planus. To my mind it was either lichen planus or leukemia. Against leukemia 
is the fact that the man has been examined again and again in good institutions, 
several biopsies have been made, and nothing has been found to suggest leukemia 
except the clinical symptoms of small papular lesions of wide distribution and 
itching which at times is severe and at other times moderate. The patient told 
me that it was itching but little at the present time. The failure to establish 
a diagnosis by microscopic examination of the lesions as well as the blood, during 
the long period of six or eight years, rules out leukemia. Is it an aberrant typ 
of lichen planus? That would be difficult to prove, for in the aberrant form ot 
lichen planus we naturally have an atypical picture. On the whole, in view ot 
the fact that this man has had this condition for ten years, that a diagnosis 
of leukemia has been considered but not established, and that he is still in good 
general health, I should say definitely that we are not dealing with leukemia 
Whether or not it is lichen planus, is a question, but I would suggest that it is 
an aberrant type of lichen planus in which the lesions are neither flat topped 
nor polygonal. 

Dr. Lapowski: Dr. Pollitzer’s remarks remind me that when I first saw 
the patient I did not make a definite diagnosis. I will make a report on it at 
the next meeting. 
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Dr. CANNON: I am appreciative of the general discussion. When I first saw 
man I thought he had lichen planus, because of the many flat, shiny and 
violaceous papules on the trunk and penis; but after observing numerous crops 
urticaria papules and bullae followed by pigmentation, I thought dermatitis 
erpetiformis the most likely diagnosis. I believed with Dr. Pollitzer that the 
od health of the man over a number of years, and his normal blood count, would 
<clude a diagnosis of leukemia cutis. 


HlopGKIN’s DISEASE (7). Presented by Dr. CANNON. 


\. K., an Esthonian sailor, aged 26, from the City Hospital, gave a history of 

penile lesion, which six months before presentation had been diagnosed as 
chancroid. Two months after the disappearance of the penile lesion, he developed 

ninflammatory glands in the groin, which were excised at the Marine Hospital. 
He was then given two injections of neoarsphenamine. Examination showed a 
large, irregularly shaped, nodular mass in the right inguinal region, just above 

linear scar and measuring 4 by 3% inches (10.16 by 8.87 cm.) in diameter. 
(here was neither pain nor tenderness on pressure. The left inguinal, axillary, 
epitrochlear and cervical glands varied in size from that of a pea to that of a 
hazel nut. The Wassermann reaction of the blood was negative. The blood 
ount showed: red blood cells, 4,920,000; hemoglobin, 90 per cent; white blood 
cells, 10,400; polymorphonuclears, 62 per cent; small lymphocytes, 27 per cent, and 
large mononuclears, 11 per cent. The diagnosis rested between Hodgkin’s disease 
nd syphilis, and this would be determined by microscopic study of one of the 
enlarged glands. 


\CRODERMATITIS CHRONICA ATROPHICANS (Two Cases). Presented by Dr. 

CANNON. 

H. M., a German baker, aged 67, was admitted to the City Hospital one month 
before presentation, with acute cellulitis of the left leg. He had had a bluish 
discoloration of the hands, elbows and buttocks of several years’ duration, which 
had not in any way troubled him. Examination revealed a bluish, thin, tissue 
paper-like atrophic condition of the skin over the backs of the hands, elbows and 
buttocks, most marked on the right elbow. The veins appeared almost on the 


urface. 


H. K., a man, aged 63, born in the United States, was admitted to the City 
3 


Hospital on March 3, 1927, complaining of pain in the joints. He stated that 
e had had a bluish, thin skin over the backs of the hands and arms, legs and 
uttocks for several years, which had not inconvenienced him. He had _ had 
varicose veins and ulcers of the legs for ten or twelve years. Examination showed 
thin, shiny, bright red to bluish red wrinkled skin over the backs of the hands 
nd forearms, lower extremities and buttocks, extending up over the lumbar regions. 
he veins appeared just on the surface extremely superficial. Extending from 
left elbow down the arm was a sclerodermic-like band. The Wassermann 
iction was negative. 


MorRPHEA. Presented by Dr. GOoopMAN. 


\ man, aged American, a clerk, entered the New York Skin and Cancer 
Hospital on Jan. 1928. He presented a firm, but not hard, smooth tumefaction 
the skin of the forehead, situated just inside the hair line to the right of the 
midline. The lesion was oval, about 3 by 5 cm., and 1 cm. above the surface 
the skin. A depression in the center showed a tuit of hair. There was slight 
clangiectasia around the edges. The patient stated that the lesion began as a 
nall pimple, and had reached maximum development in five months. The Wasser- 
inn reaction was negative. A diagnosis of early morphea was made and a 
psy taken. The pathologic report was as follows: <A section was taken from 
he hairy region. The epidermis was thin; the rete pegs were well marked. 
umerous perinuclear spaces were seen in the prickle cell layer. There was an 


5 
17 
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infiltration of dilated blood vessels in the upper corium extending into the papillar 
bodies. The infiltration extended into the lower regions of the section, and was 
composed largely of lymphocytes and new blood vessels. 


DISCUSSION 


Dr. Lapowski: The lesion is a patch the size of a dollar, red, movable, witl 
the skin infiltrated. There is a distinct border around the lesion. It consists oj 
at least four different foci arranged annularly. In the center of the patch ther 
is a depression. Between the foci the skin is reddish. I consider it tertiary 
syphilis and would inject mild mercurous chloride. 

Dr. Po_iitzeR: I agree with what Dr. Lapowski has said. There is nothing 
in the lesion which suggests morphea to me, which is a flat, waxy lesion witl 
a definite border, usually violaceous. The surface of a morphea patch is smooth; 
it is a plateau if raised, though generally it is not raised at all. The lesion i: 
this case is an irregular group of deep nodules, which Dr. Lapowski has describhx 
well. Between many of these firm raised lesions are soft areas. My impressio! 
is that it is a neoplasm, whether syphilis, sarcoma or endothelioma, I do not 
know. The diagnosis will have to be made microscopically. 

Dr. H1GHMAN: The lesion is obviously a tumor within the strict definitio: 
of the term, and is either a neoplasm or a gumma. If it is not a gumma, it is 
sarcoma or lymphoderma. I should like, however, to recall Dr. Howard Fox’s 
case of Hodgkin’s disease which began in the scalp and which was reported six 
or seven years ago. It looked like the present case in its early stages, and | 
think that Hodgkin’s disease must be considered. I, too, believe that the matter 
has to be settled by biopsy, and would suggest excising sections from two or 
three areas instead of one, the margin and the center of the lesion, and som¢ 
where between the center and the margin, so that the various phases of the evolu- 
tion of the lesion may be ascertained. 

Dr. CANNON: I think that the lesion is a sarcoma, the type formerly known 
as Spiegler-Fendt. 

Dr. Stimpson: This lesion resembles a low grade sarcoma similar in appear 
ance and location to a case shown by us at the Baltimore meeting of the American 
Dermatological Association last summer. We sectioned the eruption in five or 
six different locations to give slides to several visiting dermatologists. All agreed 
to the diagnosis of sarcoma. All wounds in the tumors promptly healed, and all 
of the tumors have flattened down level with the skin under treatment with 
radium. The child’s nutrition and general condition seemed good. 

Dr. Lapowsktr: I would like to suggest again an injection of mild mercurous 
chloride, which will determine the diagnosis and will not do any harm. I would 
wait three weeks. Metastasis may take place if a biopsy is taken. It is my 
conception that a malignant disease is a dangerous condition in which to take a 
biopsy. 

Dr. HicuMan: I think that I can suggest a satisfactory compromise. I would 
suggest treatment with roentgen ray or with radium first, and immediately after- 
ward a biopsy, so that all the terms of the three speakers will be met in a 
harmonious medley. As a matter of fact, it may do less harm to do a biops) 
and then treat the patient, than to treat him for syphilis for three or four weeks 
without knowing the nature of the lesion, should it be malignant. My sugges 
tion would be that if it happens to be sarcoma it would not make much differenc: 
in the long run whether he had been treated for sarcoma or for syphilis. 

Dr. GoopMAN: I am responsible for the clinical diagnosis of morphea. The 
clinical diagnoses of syphilis, sarcoma, sarcoid and other conditions were con 
sidered and dropped. I called the condition morphea because I had in mind th 
early edematous stage of this condition. The features which are present to mak: 
this diagnosis have been mentioned: raised lesion, red, telangiectasia at the border 
and the depressions present. A small section has already been removed from th 
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esion, but it is from inside the hair line. The pathologic department cannot find 
evidence of sarcoma in the tissue removed and examined; nor is there any 
evidence of syphilis. It is true that only one small piece has been taken out, 
ind that from within the hair line as mentioned previously, but it was an integral 
part of the lesion as the scar present shows. It was my intention to recommend 
removal of the lesion in toto. Prior to that I am satisfied to follow the recom- 
mendation made by Dr. Lapowski. I will present the patient again. 
I should like to mention that the patient gives an interesting history regarding 
jather. Some twelve or fifteen years ago the father had a growth on the 
alp, which was treated with the roentgen ray, and which disappeared. Then 
everal years ago a regrowth appeared on the scalp, supposedly from repeated 
raumas to the scalp. He went to several hospitals about town and was operated 
at the New York Hospital and at Mount Sinai Hospital. Inquiry has been 
ide at both these hospitals, and it was found, that the father had had an abscess, 
periostitis, and brain abscess from which he died. 
Dr. Lapowsk1: After that history I would seriously consider treating him 
syphilis. It is important that those who present patients give us complete 
histories and not give additional facts during the discussion. 
Dr. H1GHMAN: I think the main trouble is that the choice of the seat of 
cision was not a happy one. Dr. Goodman’s diagnosis is not upheld. It is 
tt morphea or scleroderma. I believe that another piece of tissue, studied with 
other microscope, might help to determine the diagnosis. 


PiITyRIASIS RusRA PILARis. Presented by Dr. BECHET. 


H. S., a boy, aged 8 years, presented an eruption which, according to his father, 
had been present for two years. The patient was markedly obese, particularly 
about the face, abdomen and thighs, presenting the classic picture of dystrophia 
idiposogenitalis. The eruption occurred over the occiput at the hair line, arms 
nd legs. It consisted of aggregated, hyperkeratotic, somewhat spiny lesions, 
which occurred in patches. On the legs there were large scaly patches, with the 
characteristic nutmeg grater-like feel. The peculiar features of the eruption were 


he unusually prominent spiny character of some of the lesions, particularly on 
the arms, where they somewhat resembled lichen spinulosus. Other peculiarities 
vere the absence of palmar or plantar keratosis, and the black hyperkeratotic 
follicles on the dorsa of the fingers. The occurrence of the disease in association 


vith Froelich’s syndrome was also interesting, as pituitary solution had proved 
f marked benefit in the treatment of a patient in a similar case reported six 
ars previously. 

DISCUSSION 

Dr. McCarrerty: I think that it is lichen spinulosus. It resembles the 
ises reported by Adamson a few years ago in the British Journal of Dermatology, 

which he stated that pityriasis rubra pilaris suggested lichen spinulosus to some 
xtent; but the patient does not have lesions on the palms, nor does he have 
he follicular dermatosis which is frequently seen on the phalangeal surfaces. 
think that the lesions on the body are typical of lichen spinulosus, which appears 

the small plaquelike form over the body. The condition occurs in young chil- 
lren and is rarely seen in this country. 

Dr. PoLttitzeER: I have never seen a case of pityriasis rubra pilaris on the 

terminal phalanges. This child has not the disease. 

Dr. TuLtipAN: I understood that in pityriasis rubra pilaris one would find a 
ndition which is absent here, the plantar and palmar keratoses, keratotic lesions 
1 the eyebrows, erythema and tightness on the upper lip, lesions on the phalanges 
nd other factors. The only condition shown here is a pin point follicular erup- 
n arranged in various sized patches; that one would find in lichen scrofulosorum, 
hich I think this condition to be. It has none of the typical lesions of pityriasis 
ibra pilaris. 
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Dr. ABRAMOWwITz: I would call attention to the fact that it is not always 
necessary to find the so-called nutmeg grater-like lesions on the backs of the first 
phalanges. Some years ago I presented a boy with pityriasis rubra pilaris with 
the classic lesions on the back of the first phalanges and with a typical eruption 
on the body. While he was under my care I noted on several occasions that 
the lesions on the backs of the fingers were sometimes absent for many months. 

Dr. CHArGIN: I do not think that in this case we are dealing with pityriasi 
rubra pilaris, and regard the diagnosis suggested by Dr. McCafferty as the most 
likely. 

Dr. Becuet: I appreciate the discussion. To my mind there are more points 
against lichen spinulosus than against pityriasis rubra pilaris. Lichen spinulosus 
is not inflammatory, its lesions do not aggregate in patches. It is distinctly spiny, 
and occurs on the arms and calves. This boy has inflammatory lesions. The 
condition has the nutmeg grater-like feel observed in pityriasis rubra pilaris. | 
believe that the preponderance of evidence is in favor of pityriasis rubra pilaris 


MELANOSARCOMA (METASTATIC). Presented by Dr. BLoom. 


I. L., an Austrian woman, aged 40, came to the University and Bellevue Medical 
College Clinic, complaining of a few small growths on the left side of the scalp 
posteriorly, associated with severe pain. The patient had noticed this three months 
before presentation; since then the tumors had gradually increased in size. Exam 
ination revealed a tumor the size of a pea on the left side of the scalp in the 
occipital region which was of firm consistency, elevated slightly above the level 
of the normal skin, of slate color, connected and movable with the skin and tender 
to pressure. A little above, toward the vertex, there were two similar tumors, 
one of the same size, the other the size of a hazelnut, but not showing any dis 
coloration of the skin covering them. Because of the slate color of the first tumor, 
a diagnosis of melanosarcoma was made. Further inquiry from the patient revealed 
that a year and a half before examination her right eye was enucleated becaus¢ 
of melanosarcoma. Adenopathy was not present. 


DISCUSSION 
Dr. ROSTENBERG: I should like to hear suggestions concerning treatment. 
Dr. PotvitzerR: It is possible that the three small tumors on the scalp are 
the only metastatic deposits at the present time. The patient should receive th 
benefit of this possibility, remote as it is, and those growths should be destroyed 
[I should suggest heavy doses of radium. 


Dr. Bloom: I am trying to get information from the surgeon who removed 


the patient’s right eye a year and a half ago for a tumor, in order to verify 
what she told me —that the tumor of the eye was a melanosarcoma. I intend to 
excise one of the nodules of the scalp and compare its pathologic changes to 


those of the tumor of the enucleated eye. 


SARCOMA (SMALL SPINDLE CELL Type). Presented by Dr. Coomss. 


O. A., a man, aged 55, gave a history of the appearance of a small nodule 
on the inner side of the right knee about twelve weeks before presentation. When 
seen at the University and Bellevue Medical College Clinic he presented an 
irregularly circular lesion, slightly raised, with a flat surface, about the size of 
a quarter and dusky red, which on palpation was found to be made up of a hati 
dozen confluent, intradermic nodules the size of a pea. He also had a small 
nodule in the right nasal mucous membrane, of two months’ duration. There wa 
a positive parental history. 


A Case For DraGnosts. Presented by Dr. McCarrerty for Dr. VERO. 
W. H., a chauffeur, aged 38, single, born in the United States, presented him 


self at the Naval Hospital, Brooklyn, on Oct. 25, 1927. He was referred to the 
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‘olyclinic Hospital, service of Dr. Dillingham, for diagnosis. The patient said 


it he had been incised for an abscess near the rectum in 1918. Two years 
or to presentation he noticed burning near the rectum on micturition. Then 

lesions near the rectum became elevated and pustular. He had not had treat- 
nt for two years until he was treated with local dressings and ultraviolet rays. 
he patient presented a large number of sinuses with boggy elevated intervening 
sue over the right lateral surface of the hip. On slight pressure foul pustular 
scharge was obtained. A biopsy made at the Vanderbilt Clinic showed nothing 


ut granulation tissue. A culture showed a pure growth of Staphylococcus aureus. 


he results of three Wassermann tests were negative. 


DISCUSSION 


Dr. HiGHMAN: It is an infection, obviously, and it is a matter of studying 


ut its nature. I wonder whether roentgenograms have been taken of the skeleton 


see whether some sort of osteomyelitis is the source of the involvement of the 
ft tissue. I think it is likely that it will prove to be a deep staphylogenic infec 

It is just as likely to be that as any other infection. I do not see that 
entioning what it might be leads anywhere. The case requires study, not 
nversation. 


COMA (Kapos!). Presented by Dr. FEIT. 


P. A., a man, aged 53, born in the United States, of strong build, had never 


een sick before the development of the condition for which he entered Dr. 


hrone’s service at the Skin and Cancer Hospital. This condition involved the 
me, and was preceded by lesions in the mouth. In January, 1927, seventeen 


radium needles were inserted in a tumor of the left part of the palate, at Bellevue 


} 


ospital. The tumor was called sarcoma. In August, 1927, six more radium 


eedles were applied. The patient was in an automobile accident in November, 


1927. On December 5, an outbreak on the foot was noticed. A few nodules 


’ 


ide their appearance on the instep of the right foot, one about the size of a 


uarter and two smaller ones. They were rather firm and warty, and of a dark 


own color. There was also a small ulceration which resulted from a biopsy 
ich showed Kaposi’s sarcoma. The other foot showed a thickened and warty 


ippearance. The left part of the palate showed a white, tough scar. The patient 


eived roentgen-ray treatment four times for ten minutes at Bellevue Hospital. 
e last treatment was the administration of antimony arsphenamine. 


DISCUSSION 
Dr. CHARGIN: Several years ago I presented this patient before this section 
th the diagnosis of Kaposi’s sarcoma, confirmed microscopically. The diag- 
sis was accepted. The patient for a time thereafter was under treatment at 
Mount Sinai Clinic, receiving roentgen ray, as a result of which there was 
ther a marked improvement in all the lesions. During the past year and a 
lf we lost sight of him. At present the lesions of the Kaposi’s sarcoma are 
etty well involuted. The ulcerated lesion that he now shows on the side of 
foot is the result apparently of a biopsy. The small tumor mass in this 
ation appears to be a sarcoma. 
Dr. Hopkins: The finding of the defect in the bone suggests that the man 
a bone metastasis. That is a rare occurrence in Kaposi's sarcoma. 
Dr. Wotr: I treated this patient at Mount Sinai Clinic with deep roentgen- 
therapy. The interesting feature was that he had a lesion of the mucous mem- 


rane, which was oval and which was situated on the soft palate. I wanted to 


at it with radium, but he objected. At that time he had marked keratotic 
ions on the backs of the toes. The lesions responded well to high voltage 


entgen rays. It was a Kaposi’s sarcoma without question at that time, typical 


every clinical respect. 
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Dr. Fert: Two points are extremely interesting. I have never seen a Kaposi's 
sarcoma developing primarily in the mouth, nor involving the bone secondarily 
Histologic examination of the tumor on the roof of the mouth revealed Kaposi's 
sarcoma (reported by the Radiological Department of Bellevue Hospital) ; a biops) 
taken from the lesion on the ankle of the right foot showed the same. Thx 
lesion in the mouth was successfully treated with radium. A few days after an 
automobile accident toward the end of December, nodules appeared on the foot 
It looks far-fetched to make a connection between the lesion of the mouth and 
those on the foot; but the newer conception is that there may be embryologically 
multiple foci of potentially malignant cells, so it is conceivable that a trauma 
can produce lesions as an exciting factor. The roentgen-ray report was as follows 
Films suggested a partial or complete obliteration of the joint between the interna! 
cuneiform and the first metatarsal. There was a small rarefaction on the media! 
side of the head of the first metatarsal. 


Dr. Wor: If I am not mistaken, lesions of the mucous membrane do occu 
in Kaposi’s hemorrhagic sarcoma. That has been reported in the literature. 

Dr. H1iGHMAN: It may be that I can dispel the vagueness of that report 11 
the literature. Gilchrist and Ketron read the article before the American Derma 
tological Society about twelve years ago, here in New York. When Kaposi's 
sarcoma becomes malignant and metastasizes, the metastasis can be found any 
where. The lesion seems often to become more definitely sarcomatous; it loses 
those characteristics which are peculiar to it as the type of tumors found i 
Kaposi’s sarcomatosis and becomes either a small round cell sarcoma or a spindk 
cell sarcoma. These facts are well known. The disease can do what any other 
sarcoma can do. 

Dr. Ferr: The point I wished to learn was whether any one knows oi 
Kaposi's sarcoma developing primarily in the mouth and involving the bon 
secondarily. In the paper of Gilchrist and Ketron, Journal of Cutaneous Diseases 
1916, I was unable to find any reference to that point. 

Dr. CHArRGIN: The original lesions in this case, and I observed the patient 
rather early in the disease, were on the hands, feet and especially on the toes 
There were not any lesions at first in the mouth, but in the course of time, the leit 
side of the soft palate became involved. 


Lupus Vutcaris. Presented by Dr. ROTHWELL. 


G. B., a man, aged 40, from the New York Polyclinic, presented an extensiv: 
involvement of practically all of the face (the left side more ulcerative than th 
right with nearly complete destruction of the left auricle), with plaques having 
typical apple jelly-like borders of characteristic soft, small nodules; plaques th« 
size of a palm on the shoulders; plaques of various sizes and shapes on the arms 
and forearms, covered with heaped-up psoriatic scale formation; similar plaques 
the size of a palm and smaller were present on the thighs and legs. On the right 
cheek and below the lower jaw were two nodules the size of a hazelnut, covered 
with brownish crust formation (dried exudation); the ulceration of the left side 
of the face had left the external auditory meatus exposed to view. The condition 
had begun on the face thirty years before presentation, various periods of ulceration 
having occurred with recurrence of typical nodules in the scars. <A biopsy report 
on material from the left side of the face stated: granuloma; no evidence oi 
epithelioma. 


IODODERMA. Presented by Dr. PAROUNAGIAN. 


A. H., a police officer, aged 43, had been suffering with rheumatism and pur 
pura on the lower extremities for the past two months. One week prior to 
presentation he developed an eruption on the nose and nape of the neck, and wa 
referred to the Bellevue Skin Clinic. The purpura was the ordinary rheumatic 
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pe, but he was presented for the lesions of the nose and neck, which were 
diagnosed as iododerma. The lesions were of various sizes, mostly pustular, 
elevated and confined to the nose and nape of the neck. They were somewhat itchy 
ind painful. The patient had been taking considerable medicines for rheumatism. 


GUMMA OF THE TONGUE. Presented by DR. PAROUNAGIAN. 


A married woman, aged 33, had had one child, but had not had any miscar- 
riages. The venereal history was negative. Three months before examination an 
ulcer had developed on the left border of the tongue, which was considered to be 
epithelioma. She was advised to have two molars adjacent to the lesion extracted, 
which was done. A biopsy was made and was reported to be tuberculous. The 
Wassermann reaction was 4 plus, and she was referred to the Bellevue Skin Clinic. 
On account of the short duration, the patient’s unusually healthy condition and her 
age, the diagnosis of gumma was made, which was confirmed by a therapeutic test. 
[he lesion had improved rapidly under treatment. The lesion was elevated, about 
the size of a five cent piece, with irregular borders. 


MELANOCARCINOMA TREATED BY ENDOTHERMY. Presented by Dr. GOODMAN. 


An American housewife entered the New York Skin and Cancer Hospital on 
Dec. 22, 1927, with a granulomatous tumor the size of a hazelnut on the extensor 
surface of the right mid-forearm. The tumor was pedunculated, and three small 
brownish spots were noticed at its base. The patient gave a history of the tumor 
which had arisen from an irritated mole. The tumor bled on the slightest trauma. 
The tumor was removed by wide excision with the high frequency current, and 
the base of the wound well desiccated. The pathologist reported an infiltration of 
pigmented cells and numerous blood vessels in the base of the lesion. The diagnosis 
was melanocarcinoma. The wound healed nicely and was covered by thin epithe 
lium the fourth week after removal. The draining lymph nodes could not be 


palpated. 


UPUS VULGARIS AND TUBERCULOUS’ DACTYLITIS. Presented by Dr. 
McCaFFERTY. 


E. H., a colored woman, aged 26, born in the United States, was seen at the 
Vanderbilt Clinic on Jan. 5, 1928. She stated that the condition of the skin had 
tarted about three years before presentation with several lesions developing on 
the face; these gradually increased in size. About two years later the index and 

ig fingers of the right hand, and the index and middle fingers of the left hand, 

gan to swell. There was not any pain. The patient gave a history of cough 
nd night sweats. On examination, lesions varying in size from that of a pea 
that of a nickel were found on the face and left eyebrow. The lesions were 
lightly elevated, scaly and warty. One of the lesions presented a netlike scarring. 


Other lesions were nodules the size of a pinhead of a soft consistency. The lesion 


1 the eyebrow was covered with crust. The affected fingers showed a swelling of 
he proximal phalanges, giving a spindle-shaped appearance to the finger. The 
Wassermann reaction was 4 plus. 


\CRODERMATITIS CHRONICA ATROPHICANS. Presented by Dr. FEIT. 


\. K., a woman, aged 42, born in Finland, was seen at the Vanderbilt Clinic 
Jan. 17, 1928, complaining of swelling and discoloration of the back of the left 
ind. She gave a history of having hit the hand against the icebox; three months 
iter she noticed the redness and swelling. She had had two radium treatments 
t the Radium Institute of New York. Examination showed a bluish red discolora- 
m of the back of the left hand. The skin was slightly edematous and atrophic 
that the veins could be seen more clearly than on a healthy hand. On the 
tensor surface of the arm, in the region of the elbow, there was a bluish red 
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swelling, which in some places was covered with normal and in others atrophi 
skin. There was some subcutaneous infiltration the size of a marble below th 
left elbow joint. 

The chemical analysis of the blood showed: sodium chloride, 471; sugar, 121.8 
bile, 6.94; urea nitrogen, 14.03, and uric acid, 1.63. The Wassermann reaction wit! 
alcohol extract antigen was 3 plus; with cholesterinized antigen, it was 1 plus (?) 
The result of the Kahn test was 3 plus. 


ACRODERMATITIS CHRONICA ATROPHICANS. Presented by Dr. GOODMAN, 


A Russian housewife, aged 47, entered the New York Skin and Cancer Hospital 
on Nov. 5, 1927, complaining of a diffuse, red eruption on the extensor surfac« 
of both forearms, of one week’s duration. The skin of these areas was somewhat 
thin and glistening, and there was a mottled congestion. The skin over th 


anterior surfaces of the tibiae was similar, but was covered with scratch marks 
There was a rather marked varicosity of the veins. Since her first appearance at 


the clinic, the condition had progressed and the skin had become lined and atrophic 
The Wassermann reaction was negative. A biopsy taken on Jan. 14, 19238, 
showed the following: The epidermis was extremely thin. All rete pegs had 
been obliterated, although there were occasional cross-sections of hair follicles 
within the corium. The corium was thickened; occasionally there was increased 
hyalinization of the prickle cells. The upper corium was filled with a rather 
dense infiltration consisting of lymphocytes and an occasional connective tisst: 
cell. Some dilated blood vessels were present, and the connective tissue fibers 
were pulled apart by edema. 


\ Case ror DraGnosis. Presented by Dr. CANNON. 


W. G., a colored waiter, aged 30, was born in Virginia and had lived there 
until two years before presentation. He was seen in the Vanderbilt Clinic on 
Feb. 1, 1928, with a lesion on the distal end of the penis. He stated that one year 
previously a small sore appeared in the region of the frenum; this gradually 
enlarged until at the end of four months it had become the size of a dime. At this 
time the Wassermann reaction was 4 plus. The patient then received five intra 
venous injections, and also some pills by mouth. The lesions grew smaller under 
this treatment but never wholly disappeared. Four months before coming to the 
clinic, a new lesion appeared on the shaft of the penis, which gradually increased 
in size. The patient used ointments and powders locally with only slight improve 
ment. On the shaft of the penis there was a granulomatous lesion with an irregular 
outline about 1% inch (1.27 cm.) in width, the periphery was covered with a slight 
crust, and the center was healing. From this lesion there was scar tissue running 
down to the prepuce. There was an irregular ulceration on the prepuce. Ther 
was marked edema of the shaft, especially of the distal portion, with incomplete 
phimosis, and the visible portion of the glans also showed a triangular ulceration 
Results of dark-field examination were negative. The Wassermann reaction with 
alcohol extract antigen was 0, and with cholesterinized antigen it was 4 plus. Thx 
result of the Kahn test was 3 plus. 


Sycosts VutGaris. INnrectrous EczeEmMatorp Dermatitis. Presented by 
Dr. CANNON. 


L. O., a Russian sailor, aged 33, entered the City Hospital on Feb. 3, 1928, 
because of an extensive eruption which had begun about one and a half year 
previously as numerous small pustules on the upper lip. He picked these pustules, 
with resulting spread of infection to the bearded region of the entire face and neck 
\bout six months before presentation he scratched a small red lesion on the thig! 
and following this the skin of the thigh became acutely inflamed; the inflammatio 
spread until it involved an extensive area. Examination showed a generalized 
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rythema of the face, scalp and neck, associated with many small follicular pustules 
ind crusts due to a dried serous exudate. The lower part of the abdomen and 
ipper half of the thighs, buttocks, penis and scrotum showed a bright red erythe- 
matous eruption, which was covered in part by small superficial crusts. 


NEW YORK DERMATOLOGICAL SOCIETY 
Pau. E, Becuet, M.D., Secretary 
Regular Meeting, Feb. 28, 1928 
Joun E. Lane, M.D., President 


LINEAR AND SEMICIRCULAR SCARS ASSOCIATED WITH Lupus ERYTHEMATOSUS. 
Presented by Dr. BECHET. 


M. W., a girl, aged 13, had a typical “butterfly type” of discoid lupus erythe- 
matosus of the face, which had been present for seven months, and had practically 
disappeared after twelve injections of gold and sodium thiosulphate. On both 
malar prominences, in the middle of almost healed lupus erythematosus plaques, 
vere a number of deep, irregular, criss-crossed linear and semicircinate scars, 
resembling multitudinous roads on an aerial map. The patient denied emphatically 
ever having scratched her face. 

DISCUSSION 

Dr. WertpMAN: I doubt if there is any cicatricial tissue in the base of the 
depressions ; it is more atrophy. In connection with that one may remember how, 
histologically, the infiltration of lupus tissue follows a tractlike course (this is 
often useful in differential diagnosis), as if it followed along some of the larger 
blood vessels. The fact that the infiltrations occur in such tracts might account 
for the linear direction of these atrophied areas. The infiltrations are laid down in 
a tractlike fashion, and when they atrophy they lie in a corresponding direction. 

Dr. WisE: 1 have never seen anything just like this form of linear scars in 
lupus erythematosus. 


Dr. JoHN STOKES: It is a new condition to me. 


\ CASE FOR DrIAGNosts. Presented by Dr. BECHET. 


M. L., a woman, aged 55, said that eight years before presentation she had 
noticed a lesion on the areola of the left breast. After a few years a similar 
lesion appeared on the right areola, but since then the condition had progressed 
slowly. There were no subjective sensations. On inspection, most of the areola 
of the left breast was occupied by a somewhat infiltrated, copper-red plaque which 
was extremely sharply defined. The nipple was not retracted, and the plaque was 
not in the least indurated or nodular. It bore a rough clinical resemblance to 
sarcoid. There was a mild eczematoid dermatitis on the body. The woman's 
general health was good. She had reported at the clinic that afternoon, so that 
i special study of the case had not yet been made. 


DISCUSSION 


Dr. FRASER: The condition of the nipples and areola suggests some form of 


lymphatic obstruction. I would suggest a biopsy as the only means of establishing 


a diagnosis. 

Dr. StoKEs: My impression is that the lesion is sarcoid. A further investi- 
gation, however, is necessary, along the lines suggested by Dr. Fraser. 

Dr. ScHWARTzZ: The woman gives a history of some trouble in the left breast 
following childbirth, and I believe that the lesion in the left nipple is due to 
lymphatic obstruction 
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Dr. H1iGHMAN: Three possibilities occur to me. First, the condition may b 
a slowly progressing scleroderma; it may be sarcoid, or it may be rhabdomyoma 
I, too, would suggest a biopsy. 

Dr. WEIDMAN: [! think that the numerous small lesions on the body have a 
possible connection with those on the breast; some of those on the inside of th 
thighs do not look as though they could be those of red keratosis pilaris. They 
are large and translucent. My first impression was that the lesion on the breast 
was sarcoid, and perhaps, in view of the other lesions on the body, that diagnosis 
would be supported. I consider the other lesions as representing an atypical 
tuberculid. 

Dr. MacKeEE: I regret my inability to make a diagnosis for the lesion of the 
breast, which is limited to the areola in which it is gradually spreading peripherally. 
I suggest the possibility of chronic lymphangitis, which would be in line with 
Dr. Fraser’s suggestion of lymphatic blocking. Of course, sarcoid and lympho- 
sarcoma must be considered. The eruption on the body seems to represent keratosis 
pilaris. 

Dr. Becuet: The reason that the case is presented without a biopsy specimen 
is because the patient was seen for the first time this afternoon. I do not think 
it is possible to make a positive diagnosis, but, as Dr. Stokes suggests, sarcoid 
seems to be more plausible. I do not think the lesions on the body have any 
relation to those on the breasts. We will have a biopsy performed and a differential 
blood count made, and present the case again at the next meeting. 


Mycosis FunGorpEs. Presented by Dr. Wise for Dr. HARRIs. 


C. P., a woman, aged 73, had a rash which had appeared all over the bod) 
twelve years before presentation at the clinic. The eruption was diagnosed as 
psoriasis, and at no time did it disappear entirely. Some times, however, it was 
not so pronounced as at others. At no time was there any itching. Six months 
previous to the examination, she noticed one place on the right deltoid muscle, 


which formed a smal! “sore,” and which grew slowly larger. There appeared a 
similar sore in the right flank. The ulcers were not influenced by local treatment, 
and slowly grew larger. On examination, there was a fawn colored, infiltrated 
eruption “en plaque” on the trunk, extremities and the face. The plaques varied 
in size from a silver quarter to that of one’s hand. Some lesions were elevated 
more than others, and some more infiltrated; all were covered with thin, loosely 
adherent scales. On the right deltoid region there was an ulcer 1% inches 
(3.81 cm.) in diameter, with a granulating, depressed base and elevated rolled 
borders. There was a similar ulcer on the right flank. Both ulcers healed rapidly 
under roentgenotherapy. In the biopsy report by Dr. Satenstein, the diagnosis was 
mycosis fungoides. 
DISCUSSION 

Dr. StoKEs: I do not see how any one can differ from the diagnosis, not 
having seen the lesions in their original condition. At present, they are to me 
more suggestive of involuting psoriasis than mycosis fungoides. 

Dr. H1iGHMAN: I do not think all of these lesions would show mycosis histo- 
logically, and a good many would show psoriasis. This fact involves the limita- 
tions of histologic study. In premycotic lesions which are going over into the 
mycotic phase, two conditions are found: (1) above all, those miscroscopic changes 
which are a feature of mycosis, and (2) those which correspond to the simulated 
or originating dermatosis. Whereas any of the generic lesions might become 
mycotic, it is by no means true that they always look like mycosis fungoides 
clinically, or even histologically. I have no doubt that this is a case of mycosis. 
It does not seem as though an error could be made. 

Dr. WHITEHOUSE: I am inclined to accept the diagnosis as presented. I have 
always believed that mycosis fungoides sometimes develops in psoriasis as it does 
in eczema, but I never considered that such cases were mycosis fungoides at their 


inception. 





SOCIETY TRANSACTIONS 617 


Dr. MacKeEeE: I agree with the diagnosis of mycosis fungoides. The question 
; was the prefungoid eruption psoriasis or mycosis fungoides? This question fre- 
uently leads to controversy and there is plenty of room for argument. As is well 
known, mycosis fungoides is at times presented by eruptions that cannot be dif- 

rentiated clinically or histologically from diseases such as psoriasis, eczema and 
ther conditions. For this reason, many believe that there may be a metamorphosis 
rom psoriasis and other diseases to mycosis fungoides. I am more inclined to 
ink that a prefungoid mycosis fungoides is mycosis fungoides from the beginning, 
but that the eruption simulates some other entity. It is possible that if a large 
number of biopsies could be performed at different times in a given case, the 
diagnosis could be made in the early stages. 

Dr. WiLLttAms: Dr. MacKee’s remarks bring up the whole question of the 
identity of diseases. What is psoriasis? If the eruption looks like psoriasis and 
vehaves like psoriasis in its response to treatment, its recurrences and its long 
luration, why not call it psoriasis? We have no better criteria at the present time. 
[here is no reason why a patient with psoriasis should not later develop mycosis 
fungoides, and the fact that this woman now has mycosis fungoides and may die 
f it, is no reason why she should not have had psoriasis the past ten years and 

ore. 

Dr. H1GHMAN: You may all remember, six to ten years ago, a long, thymic 
giant of a person whom I presented and who looked as though he would die of his 
generalized erythroderma. He had infiltrations of the skin and lesions that varied 
from the size of half a dime to a nickel or quarter, and under roentgen-ray treat- 
ment he turned to a mahogany color. He consulted Jadassohn in Berne and later 

ent to Breslau. Jadassohn thought the case an atypical mycosis. Somehow or 
other, the condition improved in Europe, and now he has not a vestige of ery- 
throderma or mycosis. Sometimes even mycosis does not prove to be what we 
think it is. 

Dr. MacKeeE: I think that the opinions held by Dr. Williams and by me can 
be easily made to agree. Certainly if an eruption exhibits the clinical and histo- 
logic characteristics of psoriasis it must be identified as psoriasis. That is all that 
an be done at the present state of our knowledge, but if later on the patient has 
mycosis fungoides and no longer has psoriasis, then we must admit that our first 
diagnosis was an error, or we must admit that psoriasis can change to mycosis 
fungoides. I think that the evidence thus far collected is in favor of the former. 
In other words, we have as yet no method of identifying many diseases beyond any 
possibility of a dispute. The same mistakes are made relative to lichen planus, 
irsenical dermatitis, dermatitis medicamentosa, and other diseases. 

Dr. Becuet: Leaving the pathologic report aside, and looking at the case 
from the clinical standpoint only, one is impressed by the circinate, irregular, ser- 
‘iginous appearance of the lesions. Many of them are sharply rounded and clearly 

utlined, with here and there a suggestion of infiltration. The excessive scaling 
does suggest psoriasis, but by itself does not exclude mycosis. I would favor 
mycosis rather than psoriasis. 

Dr. FRASER: Dr. Howard Fox has reported cases of mycosis fungoides 
issociated with psoriasis. These lesions look like psoriasis to which treatment has 
been applied. It must be remembered that early mycosis lesions are sometimes 
histologically indistinguishable from psoriasis. 

Dr. MacKee: The case does not impress me clinically as psoriasis. At first 
rlance and at a distance the picture suggested a case of pemphigus during the 
tage of remission. The scales on the lesions are large and loose and can be 
isily removed; they are not fairly adherent, fine and micaceous as is typical in 
psoriasis. Of course, the eruption has changed as a result of treatment. Originally, 
t undoubtedly resembled psoriasis, but I see little resemblance to psoriasis in this 

Ge 

Dr. Wise: My impression for years has been that there are several authenti- 
ited instances of psoriasis which have been observed for a number of years by con- 
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petent dermatologists, and which later have developed into mycosis fungoides 
Dr. Howard Fox reported several such cases. A patient who had attended tly 
Vanderbilt Clinic for a number of years for the treatment of psoriasis developed, 
after a lapse of perhaps five years, lesions of typical mycosis fungoides in several 
of the psoriatic plaques. The latter diagnosis was confirmed by microscopi 
examination. The lesions responded to roentgenotherapy, but recurred wh 

therapy was neglected. 


A Case FoR DIAGNosts (PEMPHIGUS:). Presented by Dr. WIsE. 


H. E., a man, aged 37, was referred to the Skin Clinic from the Nose and 
Throat Department of the Post-Graduate Hospital. Results of examination for 
Vincent’s organisms and the Wassermann test were negative. He presented a 
number of irregularly shaped, bright red, denuded lesions of the soft palate, 
extending in an arch-shaped fashion from one faucial pillar to the other. These 
were of a month’s duration. The patient said that he had not taken any drugs 
The patient had not lost weight and strength, and the mental disturbance charac 
terized chiefly by apprehension was not evident. There was also a slight eczema 
tized area about the umbilicus, but true vesicles or bullae were not noted. Ther¢ 
was no evidence of a recent or old syphilitic infection. The probable diagnosis was 
pemphigus. The patient wore an upper dental plate, but the area presenting th 
lesions did not seem to come in contact with the plate when in position. 


DISCUSSION 

Dr. Rutison: I am inclined to think it is Vincent’s angina in spite of th 
negative observations. 

Dr. WittriAMs: I doubt greatly if the apparent crack in the tongue has any 

thing to do with the lesion on the soft palate. The suggestion that the lesion is 


the early stage of pemphigus is probable; it may also be erythema multiforme. | 


do not know how one can differentiate it. 

Dr. StoKEs: I am inclined to think the man may have Vincent's angina 
That is the more hopeful possibility. I think a good trial of sodium perborate 
should be made. The fissure suggests tuberculosis, but the character of the 
ulcerations, which are not granulating, does not favor this diagnosis. He has 
neither a red areola, nor miliary nodules in the mucous membrane beyond the 
lesion; so that, altogether, if it is not Vincent’s angina and does not respond ti 
that treatment, it may well turn out to be pemphigus. 

Dr. E_vter: I agree with Dr. Stokes, and suggest in addition that it might b 
some kind of an eruption produced by drugs, although the patient gave no history 
of such ingestion. 

Dr. Kincspury: It does not seem to me that this is pemphigus, but it seems 
probable that the condition may be traumatic. The patient said that the ulceratiot 
in the mouth followed the use of a new plate and that the condition got better wher 
he discontinued using the plate, and returned when he started using it again. This 
should be checked up. 

Dr. WEIDMAN: In spite of the ground having been so thoroughly covered, | 
think that other phases still remain. By analogy with cutaneous ulcers elsewher 
on the body, such as are frequently encountered when first tuberculosis, then 
syphilis and other conditions are eliminated, we finally have come to the con 
clusion that there are mixed infections; we should apply the same considerations 
to the diseases of the mouth. I do not think the lesions in the mouth of this 
patient are deep; they seem superficial, which would be against the diagnosis o:! 
tuberculosis or syphilis. From another angle, I have wondered for a long time 
what the distinctive differences were between individual pemphigus lesions of thx 
mouth and various other superficial erosions—those of erythema multiforme, fo: 
instance. I would like to know the characteristic ear-marks of pemphigus eruption 
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in the mouth; one never sees bullae here. The roof is macerated and sloughs off 
leaving perhaps slightly hyperemic margins. 


Dr. MacKeeE: I am afraid that we can do no better than guess at the diagnosis 
now, and probably pemphigus is the best guess. It will be well, however, to rule 
out Vincent’s angina by another bacteriologic examination. The symptoms of 
Vincent’s angina are much more protean than is generally supposed. I have seen 
bullae, ulcers and erosions, in addition to white patches, inflammation, etc., in this 
disease. One must think aiso of leukoplakia with ulceration, dermatitis medica- 
mentosa and dermatitis venenata in addition to the diseases mentioned by Drs. 
Williams, Stokes and Kingsbury. Even the possibility of lupus erythematosus 
must be considered. 

Dr. Becuet: I.agree with Dr. MacKee that a positive diagnosis is more or 
less of a guess in these bullous eruptions of the mouth. I had two patients for 
several years, who had bullous lesions of the mouth only, and both patients 
eventually died of generalized pemphigus. 

Dr. LANE: A positive clinical diagnosis seems to me impossible in this case. 
I should think the probabilities were about in the following order: irritation from 
the plate; pemphigus; or a rash produced by drugs. I should be surprised if the 
condition should turn out to be Vincent’s disease, as I have never yet seen that 
disease in an endentulous mouth. About the teeth and in the tonsils are the usual 
lodging places for Vincent’s organisms. There are no teeth, and there seems to be 
no trouble in the tonsils. Again the diagnosis of pemphigus is the bilateral and 
perfectly symmetrical location. 

Dr. Becnet: It would be unusual to have erythema multiforme in the mouth 
only. 

Dr. StoKeEs: I have never seen Vincent’s angina in the mouth of a patient who 
had no teeth, although I do not know why a plate should not sometimes act the 
same as a set of teeth would. I had a case a little while ago just like this, in 
which, to my surprise, the condition cleared up under the administration of 
sodium perborate. One of my colleagues in Minneapolis had a patient who for 
years had what appeared to me a threatened pemphigus in the mouth, with attacks 
over a period of some years. Finally these attacks were identified as erythema 
multiforme, by the appearance of lesions on the hands. 

Dr. Wise: The interesting feature brought up by Dr. Kingsbury is with 
reference to the dental plate. I placed the plate in the patient’s mouth and 
examined it in position, and the lesions were beyond the plate. It does not press 
on the part of the soft palate which presents lesions. The question of Vincent’s 
angina has not by any means been settled. The results of the examination have 
been negative, but I will report further investigations at the next meeting, and 
in the meantime I shall see if I can find any other factor; I took special pains, 
however, to exclude an eruption produced by drugs. I favor the diagnosis of 
pemphigus. 


\ CASE FoR DiaGNosis. ICHTHYOSIS? PITyRIASIS RUBRA PILARIS? Presented 
by Dr. CLARK. 


W. B. C., Jr., aged 21, born in the United States, and who worked in an 
airplane factory, was presented because of a condition which began in infancy, 
when it was much more extensive. The eruption had slowly disappeared from 
some parts of the body (the chest and abdomen) as he grew older. Some of the 
lesions did not seem to be a straight ichthyosis, there being some keratosis pilaris- 
like lesions around the neck and keratotic plugs on the backs of the hands 
suggesting keratosis pilaris. The axillae were free of the eruption. There was 
little or no thickening of the upper lids. As uniformly good results had been 
obtained from the administration of parathyroid in cases of pityriasis rubra pilaris, 
| was anxious to establish a diagnosis between these two diseases in order that 
parathyroid might be given if the diagnosis of pityriasis rubra pilaris could be 
sustained. 
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DISCUSSION 

Dr. MacKee: The patient works in oil and grease, and his present condition 
might be interpreted as an eczematized ichthyosis. 

Dr. WEIDMAN: I think it is simple ichthyosis. In the sacral region particularly 
there are some symmetrically rectangular areas—a miniature alligator effect. 
The eruption on the face looks like seborrhea. 

Dr. WHITEHOUSE: I believe this is a typical case of ichthyosiform erythro- 
derma which begins early in life, almost at birth. Some time ago I had a case 
of a little girl at the Skin and Cancer Hospital. She now has recurring attacks of 
erythroderma with this ichthyotic base, sometimes even bullous, but the ichthyosi- 
form erythematous type is the most common. The condition began at birth, and 
she is now 22 years of age. The condition still endures with periods of remission 
and exacerbation. I think that it has no relation whatever to pityriasis rubra 
pilaris. Treatment has not been of avail in the cases I have seen. As the cause of 
the condition is not known, there is no rational basis for treating the patient. 

Dr. Etter: I agree with what Dr. Whitehouse has said. 

Dr. Wise: I believe the eruption is an atypical ichthyosis. In ichthyosiform 
erythroderma one usually finds distinct hyperkeratotic lesions in the axillae which 
in this case are unaffected. Usually the lesions on the trunk are linear and more 
or less arranged in parallel vertical bands, running down the chest and abdomen, 
with relatively healthy areas of skin between the bands. 

Dr. H1GHMAN: I agree with Dr. Wise and Dr. MacKee. There seems to be 
in this patient a considerable amount of lichenification, or perhaps localized elephan- 
tiasis. I think that the condition has to be considered as ichthyosis, but in patches 
rather than generalized, and susceptible to catarrhal inflammation of the skin, as a 
superimposed chronic eczema. 

Dr. StoKEs: I do not think there is any occasion to consider pityriasis rubra 
pilaris. Replying to Dr. Wise’s remarks, I have seen cases of congenital ichthyosi- 
form erythroderma, in which there were no bandlike distributions. The glazed 
face and absence of thickening of the lids, even after years of dermatitis and the 
relatively small amount of lichenification over the body, make me hesitate at the 
chronic eczematous process on an ichthyotic base. At the same time, I can see 
that as a possible explanation; certainly it is more hopeful than the other, and I 
think that the therapy should be directed toward that diagnosis. 

Dr. ScHWARTz: I would be inclined to agree with Dr. Whitehouse and 
Dr. Stokes that the condition is a congenital ichthyosiform erythroderma. This 
patient was under the care of the late Dr. J. C. Johnston for a number of years, 
and I may be able to throw some light on the early history of the case if I still 
have Dr. Johnston’s record of it in my possession. 

Dr. Becuet: I also believe that the eruption is an ichthyosiform erythroderma. 
The face presents the typical shiny, glazed appearance, which is so common in 
subjects suffering from that disease. The fact that there is no linear distribution 
on the body should not militate against the diagnosis. I have seen several cases 
of undoubted ichthyosiform erythroderma without such linear distribution. 

Dr. MacKee: While I have committed myself on this case, I ask permission 
to modify my first remarks by adding that if a temporary eczema can be excluded, 
the patient presents symptoms that can be included under ichthyosiform erythro- 
derma. The patient has fairly sharply outlined patches of erythema and 
lichenification in several locations. Such patches certainly suggest ichthyosiform 
erythroderma. These cases are rather common, and many years ago would have 
been called ichthyosis rubra. In typical cases of ichthyosiform erythroderma, the 
flexures are involved, the horny layer is thick and black in places, resembling 
ichthyosis hystrix, and the hair and nails grow rapidly. If the patient has no 
eczema, or dermatitis venenata, and if he has these symptoms every winter, he 
might well have a case of mild ichthyosiform erythroderma. 
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Dr. CLARK: I appreciate the discussion. The boy is the son of an old class- 
mate. When I first saw him I thought it was ichthyosis and eczema. The idea of 
ichthyosiform erythroderma came to my mind. Perhaps I may have been biased 
in thinking it might have been an old pityriasis rubra pilaris, for the boy told me 
he had been in the care of Dr. Johnston and that that was his diagnosis. He 
was also under the care of Dr. George Creary, whose records I have, and his 
diagnosis was pityriasis rubra pilaris. I brought him here for diagnosis with 
the consideration of those two conditions — ichthyosis and possibly pityriasis rubra 


pilaris. 


PSORIASIS: PERMANENT(?) INJURY BY THE GRENZ Ray. Presented by 
Dr. MAcKEE. 

Mr. S., aged 32, born in the United States, married, had had psoriasis for many 
vears. He came under Dr. MacKee’s observation for the first time one year ago, 
ind had at the time perhaps a dozen patches of inveterate psoriasis scattered over 
the body. The eruption had always responded well to various treatments, especially 
roentgenotherapy. He had received a great deal of such treatment at various times, 
also arsenotherapy, topical remedies, etc. Roentgenotherapy, radium and arsenic 
had not been administered by the speaker. The patient also had pruritus ani, for 
which he had received roentgen-ray treatment. 

When first seen by the presenter, the patient was permanently sterile, and 
the psoriatic lesions seemed to be therapeutic-fast. It was common knowledge that 
psoriasis as well as other diseases became roentgen-ray-fast, and it seemed as 
though the injudicious use of the roentgen ray might produce therapeutic-fast 
Ca5Cs. 

When presented, the patient had palm-sized, inveterate lesions on the arms, 
thighs and trunk, with small lesions on the penis and scrotum. He also had 
pruritus scroti. All these lesions had been present for several years in spite of 
all kinds of treatment. Telangiectasia could be detected in many of the lesions. In 
addition to forms of treatment previously mentioned, the patient had been treated 
with solid carbon dioxide and electro-desiccation. These were the only methods of 
treatment that made the lesions disappear, but the treatment resulted in some 
scarring. The patient had received injections of milk and other substances to 
cause a mild anaphylactic shock, and he had received a great deal of ultraviolet 
irradiation all over the body. In fact, the patient had received about every known 
and suggested treatment for psoriasis and pruritus, including sodium thiosulphate, 
with little if any relief. The case had been thoroughly investigated and treatment 
given by capable internists. 

The patient was presented principally to demonstrate a possible permanent 
sequela caused by the so-called grenz rays. The treatment was given to try out 
Bucky’s idea of indirect treatment. Bucky applied mild doses to two or three 
small areas on the back and chest and thought that good results were obtained in 
many diseases, and that these results were caused by the action of the grenz 
rays on the autonomic nervous system. This patient was treated in that manner 
with a dose that caused slight erythema. Only one treatment had been given. 
When the patient was presented depigmented areas were present six months after 
the treatment. In these areas there was slight telangiectasia and the follicular 
orifices appeared to be rather prominent. The appearance was that of slight 
atrophy and slight telangiectasia. (The areas are unchanged in August, 1928, 
twelve months after treatment.) 

DISCUSSION 

Dr. ELLER: The range of the supersoft roentgen or so-called “grenz” rays is 
the use of a voltage between 5,000 and 8,000 volts. It has been shown that sequelae 
may result from the use of 15,000 volts, and although we have not seen sequelae 
from the use of the roentgen ray of 8,000 volts, yet we must be conservative in 
our opinions regarding this, for we all know that sequelae from the use of the 
roentgen ray may appear as late as eight years or more after roentgen-ray expo- 
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sures. It must be emphasized that the so-called “grenz” rays are rays which ar 
well within the range of the roentgen ray. As far back as 1905, Wehnelt and 
Trinkle generated soft roentgen rays by the use of slow cathode rays from hot 
lime cathodes excited by voltages of from 400 to 1,000. Seitz also produced 
roentgen rays with voltages ranging from 400 to 900 volts. Dember, in 1911, 
detected roentgen rays from the use of potentials of from 130 to 250 volts. I d 
believe that a voltage of 8,000 is much less liable to produce roentgen-ray sequela 
than the usual voltages used for skin therapy. After two years’ observation of areas 
on patients treated with double erythema doses of this ray, I have not been able to 
detect any permanent changes in the skin. Of course, it cannot be said that they 
may not appear some years from now. In our clinic we have been treating patients 
with various skin diseases with these soft roentgen rays and we have found them 
to be useful, particularly in such conditions as epitheliomas of the eyelid, young 
keloids, hypertrophic scars and ringworm of the glabrous skin. In the patient 
presented by Dr. MacKee, there appears to be a permanent change in the area to 
which treatment has been applied. The skin is shiny, and there seems to be some 
telangiectasia; in other words, the area presents early signs of a chronic 
radiodermatitis. 

Dr. Kincspury: I would not think of making any suggestions in the case, 
but I do think that all kinds of physical therapy should be discontinued in this 
particular instance. 

Dr. MALONEY: To me, the lesion on the chest looks as though it might be 
permanent, but in this case one has to consider the amount of roentgenotherapy 
and radium therapy the man has had. He has had a great deal of both, and may 
have had roentgen-ray treatment on that particular area. Of course, if roentgen- 
ray treatment and grenz-ray irradiation are administered to the same area, it might 
bring about the process seen in this patient. 

Dr. MacKee: The grenz ray was used on four small areas when there had 
never been any psoriasis and never any treatment with the roentgen ray or radium. 

Dr. MALoney: In observing Dr. Bucky’s use of the grenz ray, I have noted 
that he does not use it to produce an erythema when giving a general treatment. 
He gives four exposures on the back and chest, and uses less than an erythema 
dose. He is also careful not to use the grenz ray on patients who have had 
roentgen-ray exposures. 

Dr. HiGuMAN: Many questions have been raised. In the first place, without 
prophesying what will happen in the lesions that Dr. MacKee has pointed out, it 
seems to me that the widening of the follicles is indicative of permanency of the 
effect. Telangiectasia is certainly demonstrated. On the other hand, the psoriatic 
lesions themselves are telangiectatic, and it is conceivable that the man has a 
capillary system of low resistance. Whether the grenz ray will prove to be in the 
category of the roentgen ray or not, I do not know. Such examinations as I have 
made of tissue exposed to the grenz ray leads me to believe there is only the 
roughest similarity. I think that over and above all this— whether or not the 
grenz ray used on this man will cause permanent harm —the case as a whole is 
almost a sermon on the mechanistic age that has been reached in dermatology. | 
hope the time will come soon when we will be a little more intelligent and discrimi 
nating in the use of these valuable agents. There is too much tendency to 
rationalize machinery after it is used, rather than in showing wisdom as to indica 
tions for its use. There is too little tendency to regard it as an adjuvant to our 
mentality. There has been no intellectual control of the people who use these 
agents. 

Dr. Williams and Dr. Whitehouse have both pointed out the danger of using 
roentgenotherapy on patients who have been going from one dermatologist to 
another without first asking whether they had been exposed previously. Close 
investigation as to the physical agents that have been used should be made before 
suggesting their employment. This man has telangiectasia in every one of the 


psoriatic patches, probably due to the roentgen ray. 
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Dr. WitiiAMs: Dr. Highman has just raised the question of idiosyncrasy. 
| believe that certain people have a great idiosyncrasy to the roentgen ray, just as 
to ordinary sunlight rays. Recently a woman was shown at the American Derma- 
togical Association, who, after a single exposure to the roentgen ray, developed 

burn. A year ago | had a patient who swore that she had a burn from one 
exposure and we thought she was prevaricating, but after seeing this patient I am 
ot so sure about it. We all know how differently the ultraviolet light coming 
rom the sun affects different persons. I have a patient who exposed her skin in 
the summer, and late in December she had an atrophic skin all over her chest. 
Some people are sensitive to these rays, and we do not know who are and who 
are not. Dr. Highman said that so far as his investigations with the grenz ray 
had gone he was convinced that the changes were not likely to produce atrophy, 
but he qualified that by the statement that his experiments had all been on guinea- 
pigs. We should determine the effect of this treatment on a great many human 
skins. It is a much more difficult problem than appears at first sight. This man 
has an atrophy which I believe is permanent. Every one has his own treatment for 
psoriasis. When I can do nothing else I give the patients with acute cases sodium 
bicarbonate and sodium salicylate, and some of them improve under the treatments. 

Dr. Ruttson: I think the lesion on the chest, since the treatment was given 
last August, probably represents a permanent change. In regard to treatment, 
with considerable hesitation I mention the case of a young woman, aged 24, who 
had had psoriasis for ten or twelve years. She came with a severe recurrence, and 
| did not know what to do about her. She had had a great deal of treatment from 
various physicians, and I assumed that she had received arsenic at different times. 
Because of the work that has been done on the fixation of heavy metals, I thought 
it might be well to try sodium thiosulphate. It was given intravenously and by 
mouth for three or four weeks, and the psoriasis improved remarkably; the itching 
diminished and practically disappeared, and the psoriasis disappeared with simple 
medication. I do not know whether the administration of sodium thiosulphate had 
anything to do with it or not. I mention it merely as one experience with psoriasis. 

Dr. StoKes: I do not think the changes in the patches on the chest produced 
by the grenz ray are atrophy. There is a curious pigmentary anomaly which may 
or may not be permanent. With reference to the treatment of psoriatic patients, 
| fell heir to a group with an inveterate condition, and the best procedure I know of 
is to avoid the use of arsenic and roentgenotherapy and to do everything else, 
and to do it all at once, not giving six or eight different treatments successively but 
all at the same time. By dint of doing that I managed to clear up some of these 
inveterate conditions —I employed salicin a la Peruet, Schamberg’s diet, injections 
of whole blood, roentgen-ray treatments (provided the patient had not had roentgen- 
ray treatments before), no arsenic, iodides by mouth, local applications, daily baths, 
scrubbing brush — everything I have ever heard of —but I used all the methods of 
treatment at the same time. 

Dr. Wise: I believe that the lesion on the chest will prove to be a permanent 
lepigmentation in the area exposed to the grenz ray, but I am unable to discern 
an atrophic change at present. With reference to the psoriasis, I note that the 
lesions are unusual in that they are covered with a peculiar dark, mud-colored 
deposit, instead of the usual whitish micaceous scales. This is a rare form of 
psoriasis, which is always resistant to all forms of therapy. One remedy which 
might be tried is the one used in Germany, namely, plasters of pyrogallic acid. 

Dr. WerpMAN: I do not think there is much atrophy; I thought that most 
if the change was depigmentary, and there was a little hyperpigmentation around 
the margin. The whole thing called to mind a case in which chrysarobin was 
applied to a patch. Chrysarobin is a reducing agent, and I wonder if it reflects any- 
thing of the way the grenz ray works. 


Dr. WuitenousE: I am already on record as expressing the views that 


Dr. Highman has mentioned. Some years ago I expressed the opinion that patients 
with psoriasis should not be treated time and time again with roentgen-ray irradia- 
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tion. That opinion was prompted by a case shown by Dr. Howard Fox. It was 
of interest to me that Dr. Fordyce at that time was the only one who took my 
part in the discussion. 

Dr. MacKee: I published that case in my book, with all of the discussion. 
This case exemplifies what was then said and what most of us still believe. | 
approve of Dr. Stokes’ method, but repeated courses of roentgen-ray irradiation on 
cases with pigment recurrences should be abandoned; also, when a lesion fails 
to disappear as a result of three or four exposures, the treatment should be 
discontinued. 

Dr. Becuet: The case shown by Dr. MacKee is a good example of the 
harm which can be done by an over enthusiastic advocate of radiotherapy 
Dr. Highman is entirely right in his opinion that the present day treatment of 
patients with psoriasis depends too much on mechanical means. It is not to 
the best interest of the psoriatic patient to eliminate from the picture everything 
but his eruption. This was well exemplified in a private patient with a psoriatic 
condition of fifteen years’ duration, which was so extensive that most of his 
trunk was covered by a single conglomerate patch. The entire eruption had cleared 
up in six weeks through interna! treatment and dietary control, with the applica- 
tion of ointment of ammoniated mercury externally. This was, of course, an excep 
tional result, for psoriasis frequently checks our best and most varied efforts. 


Dr. LANE: The point that interested me most is the one that Dr. Wise 
brought up, that this type of psoriasis is an extremely unusual one. I have had 
a few cases of this sort in which I have been unable to clear up the condition by 
any means. I agree with what has been said about the use of roentgenotherapy, 
and I avoid it and other agents of the sort in a case of this kind, because in one 
or two cases of long duration epitheliomas have developed. I should not be sur- 
prised if some years later an epithelioma would develop on these patches. 


Dr. Becuet: In reference to the use of the ultraviolet lamp in psoriasis, it is 
not unusual to observe, in July or August, a few patients with psoriasis in whom 
there is a marked increase of new lesions on the exposed parts of the body, after 
prolonged exposure to the sun in surf bathing. One of my patients with an old 
psoriatic condition returned from a month or two at the beach with solid plaques 
of new lesions on his neck and arms; there was complete absence of lesions on parts 
of the body covered by his bathing suit. One spot was divided by normal skin 
beneath the strap of his bathing suit. 

Dr. ELLER: This man had an unusual amount of itching. He said that it kept 
him awake night after night, and I thought it might be of interest to explain that 
he had received erythema doses of grenz rays without affecting the patches or caus- 
ing any relief of itching. He also received fractional doses of grenz rays on the 
penis without any relief. 

Dr. Stokes: Apropos of the effect of sunlight, I had a patient with an 
inveterate psoriasis who had been treated with roentgenotherapy. I laid him on 
a table under a new lamp and exposed him with his hands resting on his abdomen. 
When he came back two weeks later he had a pattern of the hands in clear skin 
outlined against a general extension of psoriasis to the abdomen. 

Dr. WuitTenouse: I had another case on the same order. A young man, 
who had been cured of psoriasis, went on his summer vacation; while there he wore 
a one-piece bathing suit with straps over his shoulders. He came back with an 
acute attack of psoriasis, every part of the body being involved except the areas 
covered by the one-piece suit. 

Dr. HiGHMAN: Many psoriatic patients cannot wait until the arrival of 
summer, for they know that when they are exposed to the sun while bathing the 
psoriasis will disappear. In that connection I am touching on one of Dr. Eller’s 
last remarks. I have seen the same thing in connection with the roentgenotherapy, 
and other forms of treatment. In short, psoriasis is a law unto itself. There is no 
absolute rule governing its behavior. 
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Dr. MacKee: The patient has received all the treatments mentioned by 
Dr. Stokes and other speakers, although all the treatments were not given at one 
time. I am inclined to think that time will do more than anything else for this 
patient, although it is possible that carefully graduated daily heliotherapy or ultra- 
violet therapy applied to the entire body would clear the eruption in two or 
three months. I agree with Dr. Highman that there is too much stress placed 
on physical therapy in dermatology, particularly among the younger men. While 
physical therapy is an important branch of dermatology it should not replace 
orthodox therapy, and it should not interfere with the broad knowledge and expe- 
rience that is required for therapeutic resourcefulness, which is so often needed 
for obstinate cases. 





ST. LOUIS DERMATOLOGICAL SOCIETY 
NoRMAN TosiaAs, M.D., Secretary 
Regular Meetings, February and March, 1928 
Ropert H. Davis, M.D., Presiding 


PsoRIASIS UNDER COLLOIDAL GoLp THERAPY. Presented by Dr. Noxon 
TOOMEY. 


J. C., a man, aged 27, had had acute psoriasis of the generalized small guttate 
type for a period of ten weeks. He had not had any previous medication or 
other form of treatment. He was given doses of colloidal gold by mouth for 
four weeks. The gold solution was prescribed in doses of 0.125 grain (8 mg.) of 
the pure metal, three times a day, but was actually taken irregularly, averaging 
about 0.25 grain (16 mg.) of metallic gold a day. The lesions over the body almost 
completely faded by the end of the first week, although a few of the larger lesions 


were discernible. Patches on the elbows were recognizable as psoriasis, but were 
no longer scaling profusely and showed only small, isolated plaques. This patient 
was shown for the purpose of comparison with his appearance at a later stage of 
treatment. 

J. W. B., a man, aged 68, had had acute psoriasis, of six months’ duration, 
which was extensive over the trunk but scanty elsewhere. He had been treated 
by a physician who prescribed a thiosulphate lotion externally, but without notice- 
ible effect. He was placed on gold medication exclusively, by mouth, for two 
weeks, 0.125 grain three times a day. The psoriasis practically ceased scaling 
by the end of the first week and was considerably less erythematous than before 
treatment was instituted. This patient was also shown for the purpose of com- 
parison with his condition at a later stage of therapy with a solution of gold. 


DISCUSSION 


Dr. Toomey: I have nothing further to suggest concerning the therapeutic 
mechanism of the colloidal gold. I have had experience with the gold treatment 
in twelve other patients with psoriasis. The good results obtained were more or 
less observed in every case; at least four patients did not present signs of psoriasis 
after having taken the colloidal gold by mouth. It seems to have a direct action, 
although at times a slow action, on the condition. 

Dr. Krinc: It is too early to form an opinion with regard to the merits 
of the treatment, because every physician knows that psoriasis frequently dis- 
appears without any treatment, just as at other times it improves under various 
forms of treatment. Then again some patients have entirely different reactions to 
the same kind of treatment. It is interesting to watch and see what will be 
learned from this new treatment with gold solution. 
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Dr. Topstas: I think that one has to be exceedingly careful in ascertaining the 
resultant effects of any drug or any method used in the treatment of psoriasis, 
because of the peculiar course that psoriasis runs in some persons. 


Dr. Toomey: It goes without saying that psoriasis does at times improve 
whether treatment is instituted or not, just as it can be benefited by a variety of 
methods of treatment, both internally and externally. My personal interest in 
the treatment with gold solution has been centered in the hope that it would 
replace arsenic in the treatment of psoriasis. If it will do as much as arsenik 
will do (and from my observations I have every reason to believe that it will), 
without the effects of continued arsenic therapy, then it certainly has its advan- 
tages. It is not in any sense presented as a positive cure, but is merely being 
suggested as a substitute for arsenic. I have not used local applications or any 
other form of treatment as I did not want to obscure the results that are probably 
ascribable to the therapy with gold solution. These patients would do well ii 
also treated locally, as the therapy with gold solution does not contraindicat 
local treatment. 


A CASE FoR DrAGNosis. Presented by Dr. Davis. 


The parents of the baby, J. H., aged 6 months, consulted me on January 6, at 
which time the child showed a vesicular, superficial, nonpruritic eruption covering 
the entire back. The vesicles were about the size of two pinheads or smaller, 
closely crowded and noncoalescent. The eruption was of three months’ duration. 
For two months the groins had shown redness and some oozing. The scalp 
showed a scaly eruption the size ot a pinhead, also noncoalescent. There was a 
slight red scaly eruption behind the ears and some redness and crusting in the 
folds of the neck. This was of one month’s duration. The pediatrician in charge 
of the child’s case did not report any internal disorder. Three or four days after 
the first observation the areas appeared under the arms. The child was com 
fortable if allowed to sit up but cried bitterly if the groins were examined or if 
laid on its stomach. The lesions on the back began to dry promptly under treat 
ment with a lotion. There was a serosanguineous content in a few of the lesions. 
A smear and culture were made from the lesions of the groin by Dr. G. V. Stryker, 
and only Staphylococcus aureus was found in the culture. About this time (two 
weeks after the first visit) improvement began and has continued up to the 
present time. 

DISCUSSION 

Dr. BROCKELMANN: I think that this is a case of vesiculopapular dermatitis. 

Dr. Toptas: Clinically the eruption resembles dermatitis herpetiformis, 
although it is rare to find this disease involving the scalp to such an extent. 

Dr. Krinc: Were it not for the lesions of the scalp I would think it a case 
of lichen planus. 

Dr. Toomey: It looks like a case of exudative dermatitis of the Czerny type. 


Dr. Davis: Because of the absence of pruritus I do not think that it 1s 


dermatitis herpetiformis. As to exudative diathesis, the vesicles do not break, 


and there has not been oozing at any time. There were vesicles at times, chiefly 
on the back, which did not coalesce, but contained a sanguineous exudate which 
dried, forming a crust. At first glance these crusts were black and suggested 
multiple angioma but were merely dry vesicles with a little blood in them. As 
to staphylococcic dermatitis, we found Staphylococcus in the lesions of the groin, 
but found nothing in the smear and a culture was not made from the vesicles on 
the back. As for lichen planus, as suggested by Dr. Kring, there were a few 
lesions which, when fresh, suggested lichen planus, but these were not the right 
color, and were more of a grayish aspect which faded as the condition improved. 
The only diagnosis we could offer was staphylococcic dermatitis of an unusual type. 
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ERYTHEMA MULTIFORME BULLOSuUM. Presented by Dr. Er1cH BROCKELMANN. 


An Italian laborer, aged 44, had had the usual diseases of childhood. He 
did not have a knowledge of a venereal infection. The present condition began 
two weeks before presentation with a general pruritus; the condition was most 
aggravated on the hands. His temperature rose to 102, but dropped to normal 
three days before presentation. He gave a history of having had similar attacks 
on two previous occasions. The appearance of the eruption changed somewhat 
during the last few days before presentation. The generalized, rounded macules, 
the size of a coin (or smaller), were sharply defined and distinctly purple. These 
lesions gradually faded. The flaccid bullae, the size of a finger-nail, which were 
generalized, broke and dried or else left small, raw, oozing areas denuded of the 
upper epidermis. The lesions on the dorsum of the hands spread peripherally 
and coalesced forming a large erythematous area of a pinkish discoloration. The 
mucous membrane of the mouth was similarly involved. The lips were cracked 
and covered with serosanguineous crusts. The urinalysis gave a reaction of 3 plus 
for albumin, with many pus cells. The Wassermann reaction was positive. The 
urethral smear was positive for gonococci. A diagnosis of erythema multiforme 
bullosum was made. 


DISCUSSION 


Dr. Brown, Dr. Toomey and Dr. VALKER concurred in a diagnosis of ery 
thema multiforme bullosum. 

Dr. Toprtas: The localization and character of the lesions suggest erythema 
multiforme bullosum, the point of interest being the character of the lesions on the 
genitals. 

Dr. BROCKELMANN: I believe that there is no question of this being a case 
of erythema multiforme bullosum. The moist lesions on the scrotum are peculiar, 
irrespective of whether he had syphilis or not. The reason I presented the case 
was because of the peculiar purplish color of the lesions suggesting a phenol- 
phthalein eruption. Urinalysis and cutaneous tests of phenolphthalein were negative. 


\ Case FoR DtaGNosis. Presented by Dr. L. E. VALKER. (From Barnard 
Free Skin and Cancer Hospital, service of Dr. M. F. Engman and Dr. W. H. 
Mook.) 

C. V., a woman, aged 20, had had an inflammatory thickening of both axillae 
or the past six weeks. The lesions began as miliary papules and gradually 
coalesced, forming patches from 1 to 3 cm. in diameter with irregular borders. 
hese patches were dark purple. She had similar patches on the sensitized area 
of the arms, on the anterior wall of the chest and on the nape of the neck. A 
few shiny flat papules were present in the right axilla. The lesions were roughly 
ymmetrical. The patient complained ot severe pruritus. 


DISCUSSION 

Dr. Toomey: I think that this is a case of seborrheic dermatitis, the places 
under the arms being largely due to trauma and the erythema to mechanical 
irritation. 

Dr. BROCKELMANN: While some of the lesions on the breast and in the 
axillae look somewhat like lichen planus, I believe that the whole condition is a 
phytosis. 

Dr. GREINER: I agree with Dr. Brockelmann that it is a case of epider- 
mophyton infection with a secondary infection, but I think that we should have 
a biopsy for a final diagnosis. 

Dr. Tosras: I would hesitate to make a diagnosis without having scrapings 
f the patches examined. The lesions on the back resemble seborrheic dermatitis, 


though they are somewhat violaceous. The angular lesions suggest lichen planus, 


which frequently occurs on the back of the neck. 
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Dr. Krinc: I also thought it a case of lichen planus. The axillary lesion 
are simply due to warmth and moisture. 


Dr. VALKER: When the patient first appeared in the clinic there were flat 
glistening papules in the axilla which cleared up rapidly under treatment. | 
believe that this is a case of lichen planus hypertrophicus. 


Dr. Davis: We presented the case largely on this account. At first the 
patient had typical lesions of lichen planus and an apparently parasitic condition 
in the axillae. I say apparently because that condition, which was treated as 
part of the whole condition, paled when the papules of lichen planus began to 
pale. Most of the lesions of lichen planus have disappeared. Of course it is 
possible that the patient has two different conditions of the skin. We presented 
her because of the fact that, if the whole trouble is lichen planus, it is atypical. 

Dr. Toomey: I could not make out the peculiar reticulated criss-cross patch 
work of lichen planus. I think that the violaceous color is apt to carry one too 
far in diagnosis. There is such a color in erythrasma. 

Dr. Davis: The only condition that I know that simulates that, especially in 
color, is observed in the lesions of old squamous eczema on the limbs. 


MANHATTAN DERMATOLOGICAL SOCIETY 
Regular Meeting, March, 1927 
Lupwic OvuLMANN, M.D., Chairman 


TuBERCULOsIS CuTIS (7). Presented by Dr. Gi_mMour. 


E. S., a man, aged 39, married, white, an American, in the radio service, 
entered the Cornell Clinic on March 13, 1928. He gave a history of a chancre 
and a positive Wassermann reaction twenty years before the present illness. The 
Wassermann test had been negative six years, and also five weeks prior to 
presentation. The patient’s wife had not had any children or miscarriages. 

On May 13, 1927, the patient had an operation for a deviated septum. About 
the middle of October, 1927, a small crusted lesion was noticed at the lower 
outer side of the left nostril. By the middle of November, the lesion had developed 
into a small, soft tumor; this was lanced. The patient thought the contents were 
serosanguineous but not pus. Mercury and iodine by ingestion had no effect on 
the lesion. 

Physical examination showed on the extreme lower portion of the outer side 
of the left nostril an irregular, slightly raised lesion, elongated from above down- 
ward. It had a vegetating verrucous surface, and measured about 34 of an inch 
(19.05 mm.) by % inch (12.70 mm.) and was raised about % of an inch (3.17 mm.) 
to % inch (6.35 mm.) above the surface. 


DISCUSSION 

Dr. PAROUNAGIAN: This is not a clearcut case in which a positive diagnosis 
can be made. The condition may be tuberculosis or tertiary syphilis, but on 
account of the syphilitic history and the short duration of the condition as well 
as the amount of inflammation and infiltration, I prefer a diagnosis of syphilis. 
I think that therapeutic tests will decide the question. 

Dr. ScueeR: I am not inclined toward a diagnosis of syphilis in this case, 
because the lesion is too verrucous. I think it is more likely a verrucous form 
of tuberculosis. 

Dr. Rosen: I agree with Dr. Scheer that it is some form of tuberculosis. 
The lesion is irregular, soft and ulcerated, and I thought I saw tiny nodules. 

Dr. Becuet: I agree with the diagnosis of tuberculosis rather than that of 
syphilis. 
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Dr. Ocus: I regard this case as tuberculosis for the reasons stated by 
Dr. Rosen. 

Dr. SATENSTEIN: I favor the diagnosis of a malignant process rather than 
tuberculosis for the following reasons: the process is more papillomatous than 
verrucous, the extending margin is clearly indicated, there is no areola, and little 
or no breaking down; the opposite of all these conditions would be present if it 
were tuberculosis of such duration. <A positive clinical diagnosis should not be 
made without the support of the microscopic observations. 


ERYTHEMA AB IGNE. Presented by Dr. Becuet. 

P. F., a girl, aged 19, worked at a desk within a few feet of a heater over a 
period of many months. Three months prior to presentation the eruption had 
made its incidence. On inspection she presented reticulated, lacelike, violaceous, 
somewhat pigmented, hypertrophic papillomatous lesions, confined entirely to the 
surface of the legs exposed to the heater. There was not a single lesion elsewhere. 


DISCUSSION 

Dr. ANDREWS: I have never seen hypertrophy associated with this type of 
case before. I suggested a diagnosis of lichen planus at first, but of course on 
closer examination I saw that there are no characteristics of that disease. 

Dr. Wise: I agree with the diagnosis. The history is so suggestive of 
erythema ab igne and the lesions are so well marked that it would be futile to 
think of any other diagnosis. It is not an erythema any more, however, but a 
verrucous and hyperplastic condition. However, there has been described a lichen 
planus cribiform which resembles this eruption. This case should be examined 
histologically and a report made at the next meeting if possible. 

Dr. Rosen: I agree with the diagnosis. The skin appears to have been 
seriously injured by the heat. The thickened portions suggest beginning keloids. 

Dr. Becuet: The points against the diagnosis of lichen planus are definite. 
The lesions are entirely confined to the surfaces of the legs exposed to the gas 
heater. There are no lesions elsewhere. The entire patch has the typical reticu- 
lated, lacelike appearance of erythema ab igne. The patient gives a definite history 
of scratching and rubbing the patches for about half an hour before going to 
sleep, since the time of the inception of the eruption. This would, to my mind, 
account for the thickening and papillomatous overgrowth. Scratching and rubbing 
will cause a thickening of the skin on any part of the body, and this could also 
hold true for the lesions on the legs. 


SYPHILIS (RECALCITRANT). Presented by Dr. PAROUNAGIAN. 

C. R., aged 30, colored, was first seen at the Bellevue Syphilitic Clinic on 
Nov. 30, 1926, at which time he showed fifteen chancres, for which he was pre- 
sented at the Section on Dermatology and Syphilology, New York Academy of 
Medicine, in December, 1926. At that time he had a negative Wassermann reaction 
but a positive dark-field examination was made of eight lesions. Treatment was 
nstituted with mercuric salicylate and silver arsphenamine. While he was under 
active treatment, his Wassermann reaction became 4 plus, and from time to time 
he manifested lesions of the secondary period such as mucous patches, condylomas, 
circinate syphilids, and other types of lesions. 

His total treatment consisted of the following: Thirty-four injections of 
mercuric salicylate, eight of silver-arsphenamine, five of arsphenamine, four of 
neoarsphenamine and five of bismuth in addition to iodides by mouth. 

The last injection was given on Jan. 24, 1928. When he returned on March 12 
for a Wassermann test there were numerous mucous patches on the tongue and 
throat, moist papules on the scrotum and a well marked annular lesion on the 


prepuce. 
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DISCUSSION 
Dr. PAROUNAGIAN: These cases, fortunately, are not common. Either thx 
infection was very virulent or the patient has a low resistance or our method oi 
treatment is wrong; yet, it is generally acknowledged that the earlier the diag- 
nosis is made and the quicker the treatment instituted, the better are the chances 
of rapid recovery. This man also infected his wife, who is likewise under ou 
care at the clinic. I feel certain he had more treatment than most patients 
receive, either in private or clinic practice. 


SARCOMA (Kaposr). Presented by Dr. Ocus. 


A man, aged 56, had had an eruption for eight months. The first lesion was 
a hard nodule on the back of the hand.. This was excised and shortly thereafter 
nodules began to appear on the hands and feet. At the time of presentation the 
patient showed large infiltrated bluish nodules on all toes of both feet, and on the 
side of the left foot there was a large pedunculated mass about the size of a 
hazelnut. Similar lesions were noted on the hands, and one (which had ulcerated) 
on the back of the right hand looked not unlike a patch of eczema. The interesting 
feature was the lesions in the mouth which developed four months prior to 
presentation. When first seen at Fordham Hospital, a diagnosis of syphilis had 
been made because of the serpiginous character of the lesions and because of 
what looked like mucous patches in the mouth. This diagnosis was likewise made 
by a laryngologist. Repeated Wassermann tests of the blood were negative. The 
case was presented on account of the condition of the mouth as well as the 
sarcomatous type of a pedunculated tumor of the left leg. 


DISCUSSION 


Dr. Becuet: I would like to know if the lesions in the mouth appeared long 
after the lesions on the foot. It is most unusual to observe lesions in the mouth 


in Kapozi’s sarcoma. 

Dr. SATENSTEIN: I have had the opportunity to study considerable tissue from 
cases of Kaposi's sarcoma. Lesions similar to the hemispherical one of the neck 
and the pedunculated one of the foot, I have found to be round cell sarcoma. 

Dr. Wise: This is the first case of Kaposi’s sarcoma with advanced lesions 
of the mucous membrane of the mouth that I have seen. 

Dr. OULMANN: I saw a case of Kaposi's sarcoma a number of years ago in 
which there were lesions in the mouth, in the intestines, on the head and on the 
scrotum. 


Psortasis Ostracia. Presented by Dr. Ocus. 


A child, aged 5, had had psoriasis of the body for the past three months. The 
peculiar point was that the type was not common, and was diagnosed as psoriasis 
ostracia. The lesions were generalized over the entire body, a few were even 
present on the face and neck. The lesions varied in size from that of a split pea 
to that of a dime, had a slight halo of inflammation and were surmounted with 
heaped-up scales, looking like an oyster shell. 


DISCUSSION 


Dr. Weiss: This is undoubtedly a case of psoriasis ostracia, which is espe 
cially rare in a child. Most of the members will probably remember a paper of 
mine entitled “Parakeratosis Ostracia or (Scutularis).’’ The case was recognized 
as an entity by Unna, Pollitzer, Zeissler and others. While resembling those 
rare cases of psoriasis with oyster shelllike formation (like the present one) it is 
different from them, because of the imbricated scales and the fact that the lesions 
contain coiled hairs and sebaceous material. I would recommend hot packs for 
the removal of the scales and then the usual treatment for psoriasis afterward 
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OcHRONOSIS (7). Presented by Dr. PAROUNAGIAN. 


An Italian, aged 31, had been referred to the presenter by Dr. Charles Perilli, 
because of unusual lesions of about one year duration on both ears. His previous 
history had been negative as to venereal diseases or traumatism. 

The lesions were confined to the upper portion of both ears, were slightly 
elevated and presented a bluish tint. At times they were somewhat painful, and 
the patient said that they were progressing rapidly. 


DISCUSSION 


Dr. Wise: This is a diagnosis which is difficult to make under short obser- 
vation and poor light. I am not able to make a diagnosis of ochronosis without 
examination of the urine to prove the presence of alkaptonuria. If the urine 
remains negative I would hesitate to make a diagnosis of ochronosis, but would 
suggest a diagnosis of lupus erythematosus associated with an unusual amount 
of pigmentation. 

Dr. ANDREWS: I remember a case shown at the Academy with this diagnosis 
and my impression was that at that time there was no hyperkeratosis associated 
with the condition. After Dr. Parounagian presented this case I looked it up in 
Sutton’s book, and found that nothing was said about hyperkeratosis. This case 
has definite hyperkeratosis with large follicles and looks frankly like lupus 
erythematosus. I think ochronosis is a disease more like argyria tending to be 
more diffuse. I do not think one would be apt to get such small discrete lesions. 
I do not think this is ochronosis. 

Dr. Becuet: I am interested in Dr. Wise’s suggestion that this may be lupus 
erythematosus in which there is pigmentation because I have recently noted a 
patient in my clinic with lesions typical of lupus erythematosus which were deeply 
pigmented. 

Dr. Mount: I do not agree with the diagnosis of ochronosis. I do not know 
of any case described in which there is at least some discoloration of the cornea 
mentioned. 

Dr. PAROUNAGIAN: Although I have never seen this color in lupus erythema- 
tosus, I think Dr. Wise’s suggestion of lupus erythematosus is a good one. 


EPITHELIOMA OF THE Moutu. Presented by Dr. OULMANN. 


J. B., a man, aged 53, had been presented ten years before the present illness 
with a cancer of the tongue on a syphilitic base. Besides antisyphilitic treatment 
he had received radium treatment and roentgen-ray irradiation for the enlarged 
glands of the neck for about two years. He was then entirely free from any 
indication of cancer for nearly ten years. During the year previous to presentation 
the gums had become swollen and the jawbone had become thickened. He had 
developed ulcerations on his lower left gum. The histologic examination showed 
a cancerous mucous membrane. A part of the jaw was excised and he received 
further radium treatment. He was presented because he showed that the treat- 
ment had prolonged his life for ten years. 


FoLLIcuLITIs ULERYTHEMATOSA RETICULATA (?). Presented by Dr. PAROUNAGIAN. 


J. S., colored, aged 39, exhibited an eruption that was limited to the cheeks, 
symmetrically arranged, and consisting of numerous closely crowded, small areas 
of atrophy separated by narrow ridges. Erythema could not be detected on 
account of the color of the skin. There were two or three active comedolike 
lesions on each cheek. The duration of the condition, according to the patient’s 
statement, was six years. 


DISCUSSION 
Dr. ScHeerR: I do not think this case belongs to the group mentioned by 
Dr. Parounagian. The pitted scars on the cheeks suggest the sequelae of acne 
vulgaris. 
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Dr. Becuet: My conception of this condition is in agreement with the 
appearance of the eruptions in Dr. Parounagian’s patient. 

Dr. Wise: I agree with Dr. Scheer that the condition is not folliculitis 
ulerythematosa reticulata, as there is neither reticulation nor atrophy in the lesions. 
I believe the lesions represent scarring from old acne and sycosis. 

Dr. SATENSTEIN: I agree with the statement of Dr. Wise. 
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LICHEN SPINULOSUS. Presented by Dr. WoLre. 


A man, aged 30, colored, presented an eruption which he first noticed a year 
before on the back of his neck. From the beginning, there was considerable 
itching. According to his history, the lesions first appeared in a single crop. 
Several weeks later, he noticed another group on the buttocks; then other 
lesions appeared on the extensor surface of the arm and at the lower end of the 
right thigh. He consulted a number of physicians without benefit. 

The patient was first seen on February 14. He was treated with the roentgen 
ray, which reduced the itching to a minimum. One of the lesions on the 
buttocks was electrodesiccated. A lesion on the neck was left untreated so that 
its true character could be seen. 


LICHEN SPINULOSUS. Presented by Dr. Corson. 


H. N., a boy, aged 8, was one of twins. The other boy did not have any 
skin disease. At the age of 2% years, following an acute illness, this patient 
developed the eruption present at this time. The outbreak always consisted of 
grouped papules situated for the most part on the thighs, buttocks and back. 
They were rough, with a horny spine and frequently contained an epidermic 
plug. The groups were roundish in outline and appeared in crops. The hands, 
feet, face and upper part of the chest were not involved. The pigmentation 
present was the result of former lesions. 


DISCUSSION OF CASES OF LICHEN SPINULOSUS 


Dr. SCHAMBERG: The first case presented as one of lichen spinulosus might 
possibly be included in that group, although I think we must maintain a con- 
siderable reserve about some of these cases. A case presented by us at this 
year’s meeting of the Atlantic Dermatological Conference as lichen spinulosus 
is proving now to be a case of lichen ruber acuminatus. It began as circum- 
scribed follicular, acuminate, horny papules, and in the beginning looked very 
much like the case presented here. It must be remembered that lichen ruber 
acuminatous may begin in circumscribed patchy areas and later may spread and 
develop larger confluent areas. Furthermore, in the classic cases of lichen 
spinulosus you find a keratotic spine projecting from the follicles, often thread- 
like. That is not seen in the present case. Of course, we all recall the fact that 
lichen ruber acuminatus is identical with pityriasis rubra pilaris; the two 
terms are synonymous. 

I should not regard the condition in the second case as lichen spinulosus. 
There are follicular papules which are not particularly horny; they are inflam- 
matory and associated with a high degree of itching, as is evidenced by the 
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marked excoriations. If you want to call this papular eczema or some allied 
condition, it does not make much difference, but I would not include it in the 
group of lichen spinulosus. 

Dr. Stokes: I might say apropos of the colored patient that I have seen 
cases shown before the Chicago Dermatological Society of what the Chicago 
men call lichen spinulosus in the negro. The lesions are not like this. They 
are much more extensive, and the spine which projects from the follicle is fine, 
threadlike and can almost be pulled out. This type of lesion is something 
entirely different, and I entirely agree with Dr. Schamberg that this is a papular 
eczematoid eruption. 

Dr. WoLFE: This colored patient did have the spines when I first saw him, 
and they rubbed off in the course of scratching. He did not scratch them with 
his hands but with a little piece of cloth, and in that way the spines were 
removed. Furthermore, the lesions have been treated with the roentgen rays. 


DERMATITIS HERPETIFORMIS. Presented by Dr. CHAmBeErs for Dr. WEIDMAN. 


N. H., aged 59, married, housewife, first had an eruption, consisting of 
grouped vesicular lesions with an accompanying pigmentation fifteen years 
before presentation. She has had recurrent attacks since that time. She has 
had ten or twelve attacks. The eruption is extremely pruritic. 


DISCUSSION 

Dr. KNow.es: I think that any one looking at a case of this description 
knows that there is a tremendous factitious element, and I think that the 
physiognomy points a little toward that as the underlying basis of the disease. 
There seems to be much itching present, but most of the lesions are of a 
factitious character at the present time. 

Dr. GREENBAUM: I should like to agree with the diagnosis of dermatitis 
herpetiformis. Has any one had experience with potassium iodide in obscure 
cases of this disease? 

Dr. Stokes: I should like to call attention to the diagnostic interest of 
serpiginous configurations in these highly factitial pictures. This woman has 
a serpiginous acriform lesion which is distinctive of types of erythema multi- 
forme as they approach dermatitis herpetiformis. Pigmentation of the convex 
side and serpiginous and relatively less pigmentation on the opposite side aid 
in the diagnosis of difficult cases. 

Dr. GREENBAUM: I believe that it has been observed that the iodides aggra- 
vate this disease, and I should like to know whether anybody has worked out 
the problem of using them as a diagnostic aid, either cutaneously or by mouth. 

Dr. SCHAMBERG: The Germans lay great stress on the divergent influence 
of the iodide on dermatitis herpetiformis and pemphigus. While it may not 
be 100 per cent true, dermatitis herpetiformis is made worse by the internal 
administration of the iodides or the external use of a 25 per cent iodide 
ointment, whereas pemphigus is not affected. 


LYMPHANGIOMA CIRCUMSCRIPTUM. Presented by Dr. GREENBAUM. 


A woman, aged 26, developed this eruption two years before presentation. 
She was pregnant a year before, and the presence of the eruption necessitated 
a cesarean section. Opinion as to treatment would be much appreciated. The 
eruption involves almost the entire lower part of the abdomen and vulvar 
as a huge mass of cystic elevations closely grouped. 


DISCUSSION 


Dr. Stokes: I have seen several cases of lymphangioma of the vulva, two 
{ them acquired and one congenital, in which response to heavy gamma radium 
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radiation was obtained. Of course, what effect that would have on futur: 
pregnancy one cannot say. Plastic surgery can do remarkable things for this 
condition. Plastic surgery plus radium ought to be of considerable benefit 
to this woman. 

Dr. KLraupeR: I am inclined to agree with the opinion of Dr. Stokes. | 
do not think that one can accomplish much with roentgen-ray alone. I believ 
surgical procedure is indicated for treatment in this condition. 


LicHENoI EczeEMA (?). Presented by Dr. CHAMBERS for Dr. WEIDMAN. 


A man, aged 52, from the Philadelphia General Hospital, had an eruption 
two weeks prior to entrance to the hospital on Jan. 22, 1928. It consisted of 
flat, violaceous, intensely pruritic papules, and appeared on the backs of the 
hands and elbows at first. Shortly afterward the eruption progressed over the 
body and face. He has been using various local applications. A biopsy was 
taken, but the section was lost. 

DISCUSSION 

Dr. Stptick: When this patient was first admitted to the hospital, the erup- 
tion was in a more acute condition, the lesions were more numerous, and at 
that time there was no doubt that the disease was licien planus, the character- 
istics being definitely those of lichen ruber planus. At present, the condition is 
much improved, and the picture is changed. 

Dr. Stokes: I agree with Dr. Weidman and disagree with the diagnosis 
of lichen planus. I think one must take a picture in the ensemble and not in 
individual parts, and the regions involved, particularly the condition of the 
scrotum and the absence of lesions in the mouth, are all strong arguments 
against lichen planus. The violaceous color of the papule is not conclusive 
evidence, and the sheen, while present, is not entirely satisfactory. It is also 
not the flat characteristic papule of lichen planus. The umbilication I did 


not see as particularly marked, at least at this time. I am inclined to believe 
that the patient has a lichenoid dermatitis. 

Dr. Knowres: I do not wish to disagree with Dr. Stokes, but the extreme 
sheen on the forearms and the general appearance are almost typical of lichen 


planus. 

Dr. SCHAMBERG: I agree with the opinion expressed by Dr. Stokes. After 
all, in making a diagnosis of lichen planus, one must see a definite elemental 
lesion. A diagnosis cannot be made from a confluent patch. If a distinct 
lesion of lichen planus is found with a little central della with the pronounced 
polygonal shape, and particularly if those whitish striations are on the surface, 
if one such indubitable papule is seen, the diagnosis of lichen planus may be 
made. We must remember that in dermatitis and in eczema one observes at 
times a shining surface as if one had run a hot iron over a starched shirt. 
More than lichenification is necessary to justify a diagnosis of lichen planus 
I am of the opinion that this is not a true lichen planus, but a lichenified 
eczema. 

Dr. Stiptick: I wish to reiterate that when the patient was admitted, his 
condition was more acute, and there were a number of typical lichen planus 


lesions. 


VitiLtico. Presented by Dr. Corson. 


E. B., aged 3 years, colored, presented an eruption of a year’s duration, 
consisting of vitiliginous spots in a curious zosteriform distribution. The mother 
said that the child had not had any preceding lesions of zoster or previous 
blisters or papules in the region affected. It simply began in small, depigmented 
spots which increased in size. There is no history of traumatism that might 
account for it. 
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\ CaAsE FOR D1IAGNosis. Presented by Dr. Ettis for Dr. SCHAMBERG. 


A man, aged 37, has had a lesion on the left cheek which began five years 
before presentation. He said that it started as a patch over the eye and 
gradually spread to the cheek, spreading laterally and linearly to the bridge 
of the nose. When first seen, the border seemed to be nodular and infiltrated. 
The eyeball was shrunken and covered with granulation tissue. He has been 
taking large doses of potassium iodide by mouth, and the lesion seems to 
have improved about 50 per cent. The induration is markedly decreased. 


DISCUSSION 

Dr. KNow.Les: The lesions of the skin are almost typical of lupus vulgaris. 
I think that the histologic section, which was cut rather thick, is difficult to 
diagnose. I cannot see what effect iodide would have in flattening down the 
lesion. 

Dr. Stokes: I agree wtih Dr. Knowles that this is probably tuberculosis. 
One of the sections shows epithelioid cell nests. While not typical tuberculosis, 
the ectropion and secondary changes are all part of the picture. I would 
suggest another biopsy; some staining for organisms would be profitable in a 
case of this sort, and 0.5 mg. of tuberculin injected subcutaneously with focal 
flare-up, would at least assist in the diagnosis. Of course, I think one should 
have the sanction of the oculist before doing that. 

As to the question of the influence of potassium iodide, | have seen potassium 
iodide favorably influence tuberculosis. I have seen it clear up 50 per cent 
under treatment with injections of mercury succinimide. A group of French 
specialists in tuberculosis are enthusiastic about the effect of large doses of 
iodide on systemic tuberculosis. 

Dr. KNow.Les: I agree thoroughly with Dr. Stokes with regard to the 
influence of mercury on lesions of lupus vulgaris, but, as a rule, I have not seen 
much result from potassium iodide. 


Dr. GREENBAUM: Our pathologist’s report was negative for tuberculosis. 
The results of inoculations into guinea-pigs have not yet been reported. 

I was much surprised to hear that potassium iodide will favorably influence 
tuberculosis, because we were always taught to be very much afraid of potas- 
sium iodide, especially in pulmonary tuberculosis. We will study this case 
further and report next month. 


\ CAsE FOR DraGNosis. Presented by Dr. GREENBAUM. From Dr. Scham- 
berg’s Clinic, Graduate Hospital, University of Pennsylvania. 

A man, aged 73, had been under treatment for a recurrent vesiculopustular 
eruption. There was itching, burning, tenderness of the palms of both hands 
and of the sole of the right foot, which began fifteen months before presentation 
following a puncture wound of the right hand by a piece of wire. One year 
later, it involved the left palm and finally the sole of the right foot. It was 
considered a fungus infection; repeated examinations were made, but the observa- 
tions were negative for fungus. Cultures from these pustules were also negative. 
During this time he had been to another hospital where his treatment con- 
sisted of roentgen-ray treatment, nonspecific milk protein and local applica- 
tion of salicylic acid and mercurochrome-220 soluble; he also received fixed 
dressings of Unna’s glycerogelatin paste, and that seemed to be most effective. 
Whenever the fixed dressing was removed, the condition returned. This case 
is presented for diagnosis. 

DISCUSSION 

Dr. Srptick: I believe that this is a case of pompholyx. 

Dr. SCHAMBERG: In these cases of pustular eruption on the hands, with 
tendency to progression, refractory to treatment, the patient may sometimes 
be cured by autogenous vaccines. I have seen some cases that have resisted 
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treatment for a long period of time, some of them borderline cases of dermatit: 
repens. This does not show as deep an undermining of the tissues as is se 
in classic cases. They are often difficult to classify as to their exact natur: 
and they are often notoriouly resistant to treatment. 


XERODERMA PIGMENTOSA. Presented by Dr. SCHAMBERG. 


J. D., a young man, has been presented at various times during the pas: 
fifteen years before various dermatologic associations, including the America 
Dermatological Association. The condition is xeroderma pigmentosum. 


In a family of six children, two manifested this condition at the end o 
about the first year of life, the common period of the initial manifestations 
There was marked freckle-like pigmentation. The brother died at the age o 
5 from a massive neoplasm in the region of the eyelids. During the past 
fifteen years we have removed literally hundreds of epitheliomas from thx 
face, ears and neck of this patient. At one time, a large mushroom-like growt! 
removed from the scalp by excision proved to be a myxoma. 

This young man lives in another city and comes to see us about twice a year, 
and then we have a session of some weeks getting rid of carcinomas of the 
skin, latterly by the use of radium, which has been very effective. When we 
saw him this time, there was an infiltrated deep carcinoma in the auditory 
canal and many epitheliomatous growths on the face. As you know, metastasis 
may develop at any time, and it is only by constant vigilance that we can 
prevent this. This patient has been under observation and treatment for 
eighteen or nineteen years now, an unusually long period. 

[ may add that the father and mother of this boy were first cousins and 
that this coincides with the histories in many of these cases; consanguinity is 
a factor in the history. 

DISCUSSION 


Dr. Brown: Those of us who have seen this patient before must marvel 
at the good condition that he is in today. I think we saw him about five or 
six years ago, when he had a few active epitheliomas on various portions 
of his face. 





Book Reviews 


HuDENS SYGDOMME OF DERES BEHANDLING. By C. Rascnu. Third edition. 
Pp. 633, with 354 figures. Copenhagen: Gyldendalske Boghandel, Nordisk 
Forlag, 1927. 

It is a pleasure to call attention to this fine volume by Professor Rasch on 
diseases of the skin and their treatment, although it is published in Danish and 
therefore, is not available for most of us. It is a condensed text, after the 
European style of such works, and covers the whole subject of dermatology. The 
classification which he uses is new and rather interesting and is as follows: The 
detailed discussion of fungus infections, to which he gives 100 pages of a book of 
600 pages, indicates the importance that is now being given to this group of diseases. 
Then he deals with bacterial diseases and infections. It is interesting to note that 
he includes among these diseases such conditions as seborrheic dermatitis, acne 
rosacea and molluscum contagiosum. Then diseases produced by physical and 
chemical agents, which make an interesting group of dermatoses, are treated and 
range from such conditions as xeroderma pigmentosa to dermatitis venenata. Next 
he takes up diseases of combined but variable etiology. Here eczema is considered 
at length; this makes rather an incongruous class, indicating erythema multiforme 
various forms of exfoliative dermatitis, purpura, urticaria and the prurigos. The 
following chapter is devoted to dermatoses of nervous origin, which include the 
various forms of herpes and hysterical eruptions. Diseases of unknown origin, 
among which are lichen planus, psoriasis, parapsoriasis, pemphigus and scleroderma 
are discussed in the next chapter. Chapter 8 is on pigmentary disturbances of the 
skin. Tumors are dealt with in chapter 9. Diseases of the appendages of the 
skin appear next in three short chapters. The work ends with a chapter on con- 
genital defects. It is an unusual arrangement and leads the author into some 
difficulties, as all classifications do, but the book gives one the impression of 
coming from an author of originality and great experience, and one regrets that 
one cannot follow it carefully. It is copiously illustrated and the illustrations, for 
the most part, are good; many of them are extremely interesting. 


HANDBUCH DER Haut-UNp GESCHLECHTSKRANKHEITEN. Edited by J. JApas- 
SOHN. Die Krankheiten der Nagel by Prof. Julius Heller. Vol. 13, part 2. 
Price, 57 R.M. Pp. 423. Berlin: Julius Springer, 1927. 


The second part of the thirteenth volume of this encyclopedia is at hand and is 
devoted to diseases of the nail. The author, Dr. Julius Heller, is perhaps the best 
known authority on these diseases. The volume lives up to the excellence and 
comprehensive scope which is evidently planned for the entire series and which 
has characterized the previous volumes. The completeness of the work is indicated 
by its contents; the anatomy of the nails, the comparative anatomy and the 
embryology and the physiology are given forty pages in the discussion. Ethnology 
of the nails is an interesting chapter of ten pages. General pathology, genital 
defects, peculiarities of diseases as manifested in the nails, diseases of the borders 
of the nails, subungual tumors, diseases of the nails as symptoms of other diseases of 
the skin, the nails in diseases of the general health, the nails in nervous diseases 
of the general health, the nails in nervous diseases, the nails in arthritic diseases and 
industrial diseases of the nails are all fully and thoroughly treated. The illustra- 
tions are numerous and good. 
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FRAMBOESIA Tropica. By E. H. Hermans, M.D., Chief of the Dermatological 
Department of the Hospital for Ship and Tropical Diseases, Rotterdam, 
Holland. Paper. Pp. 191, with 37 illustrations. Amsterdam: H. J. Paris, 
1928. 


The author started out to write a memoir on the pathology of yaws, but 
began to include other phases of the subject until his work reached monographic 
form. Unfortunately, it is in the Dutch language, and therefore its circle of 
readers will be limited. No iconoclasm is evident in the book; it is just an 
informative treatise on a disease extremely prevalent in many tropical regions. 


Sypuitis. By Henry H. Hazen. Second edition. Volume 8. Price, $10 
Pp. 643, with 165 illustrations, including 15 in colors. St. Louis: C. V. Mosby 


Company, 1928. 
It is necessary only to call attention to the second edition of Hazen’s work on 
syphilis. This edition is somewhat enlarged and represents a revision of the work. 





Directory of Dermatologic Societies 


NATIONAL DERMATOLOGIC SOCIETIES * 
AMERICAN DERMATOLOGICAL ASSOCIATION 


Joseph Grindon, 4500 Olive St., St. Louis. 
C. Guy Lane, Secretary, 416 Marlborough St., Boston. 
SECTION ON DERMATOLOGY AND SYPHILOLOGY, SCIENTIFIC 
ASSEMBLY, AMERICAN MEDICAL ASSOCIATION 

Jay Frank Schamburg, Chairman, 1402 Spruce St., Philadelphia. 

William H. Guy, Secretary, Jenkins Arcade, Pittsburgh. 

Place: Portland, Ore. Time: July 8-12, 1929. 

BRITISH ASSOCIATION OF DERMATOLOGY AND 

SYPHILOLOGY (CANADIAN BRANCH) 

D. King Smith, President, 122 Bloor St. West, Toronto. 

I. J. Trow, Secretary, 122 Bloor St. West, Toronto. 


LOCAL DERMATOLOGIC SOCIETIES 
DERMATOLOGIC SECTION, LOS ANGELES COUNTY MEDICAL 
ASSOCIATION 


Irving R. Bancroft, Chairman, 412 W. 6th St., Los Angeles. 
Louis F. X. Wilhelm, 1401 S. Hope St., Los Angeles. 


SAN FRANCISCO DERMATOLOGICAL SOCIETY 
Harry E. Alderson, Chairman, 490 Post St., San Francisco. 
Ernest Kk. Stratton, Secretary and Treasurer, 490 Post St., San Francisco. 
ATLANTA DERMATOLOGICAL SOCIETY 
Cosby Swanson, President, 436 Peachtree St., Atlanta, Ga. 


Howard Hailey, Secretary, Candler Bldg., Atlanta, Ga. 


CHICAGO DERMATOLOGICAL SOCIETY 
F. E. Senear, President, 25 E. Washington St., Chicago. 


c 
E. A. Oliver, Secretary, 25 E. Washington St., Chicago. 


LOUISIANA DERMATOLOGICAL SOCIETY 


Ralph Hopkins, President, 124 Baronne St., New Orleans. 
Thomas A. Maxwell, Secretary-Treasurer, 1119 Union Indemnity Bldg., 


Orleans. 
BALTIMORE AND WASHINGTON DERMATOLOGICAL SOCIETY 
C. Augustus Simpson, President, 1610, 20th St., N. W., Washington, D. C. 


Leon Ginsburg, Secretary, 1800 N. Charles St., Baltimore. 


* Secretaries of dermatologic societies are requested to furnish the informa- 
tion necessary for the editor to make this list complete and to keep it up to date. 
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DETROIT DERMATOLOGICAL SOCIETY 
George Van Rhee, President, 10 Peterboro St., Detroit. 


Ralph A. Perkins, Secretary, 276 Erskine St., Detroit. 


MINNESOTA DERMATOLOGICAL SOCIETY 
Henry E. Michelson, President, Donaldson Bldg., Minneapolis. 


D. D. Turnacliff, Secretary, Yeates Bldg., Minneapolis. 


ST. LOUIS DERMATOLOGICAL SOCIETY 
Robert H. Davis, President, Missouri Bldg., St. Louis. 


Norman Tobias, Secretary, Missouri Bldg., St. Louis. 


NEW ENGLAND DERMATOLOGICAL SOCIETY 
C. Guy Lane, President, 416 Marlborough St., Boston. 


Arthur M. Greenwood, Secretary, 416 Marlborough St., Boston. 


BRONX DERMATOLOGICAL SOCIETY 
Benjamin F. Ochs, Chairman, 865 West End Ave., New York. 


Raphael Breakstone, Secretary-Treasurer, 783 Beck St., New York. 


BROOKLYN DERMATOLOGICAL SOCIETY 
Louis Chargin, President, 47 Halsey St., Brooklyn 


EK. Almore Gauvain, Secretary-Treasurer, 47 Halsey St., Brooklyn. 


MANHATTAN DERMATOLOGICAL SOCIETY 
Mihran B. Parounagian, Chairman, 126 E. 39th St., New York. 


David L. Satenstein, Secretary, 116 W. 58th St., New York. 
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